Women with developmental disabilities and sexual abuse : an analysis of the (draft) practice guidelines for Part 3 of the Adult Guardianship Act by Aase, Heather Gwen (author) et al.
WOMEN WITH DEVELOPMENTAL DISABILITIES AND SEXUAL ABUSE: 
AN ANALYSIS OF THE (DRAFT) PRACTICE GUIDELINES 
FORPART3 OF THE ADULT GUARDIANSHIP ACT 
by 
Heather Aase 
B.A, Simon Fraser University, 1990 
B.S.W., University of Victoria, 1993 
PROJECT SUBMITTED IN PARTIAL FULFILLMENT OF 
THE REQUIREMENTS FOR THE DEGREE OF 
MASTER OF SOCIAL WORK 
© Heather Aase, 2003 
THE UNIVERSITY OF NORTHERN BRITISH COLUMBIA 
April2003 
All rights reserved. This work may not be 
reproduced in whole or in part, by photocopy 
or other means, without the permission of the author. 
Ui\11\IERSITV OF NORTHERN 
BRITISH COLUMBIA 
LIBRARY 
Prince George, BC 
11 
ABSTRACT 
This modified case study project critically explores the issue of women with developmental 
disabilities and sexual abuse and analyzes the (Draft) Ministry of Children and Family Development 
Practice Guidelines (policy) developed in response to the Adult Guardianship Act (Part 3) Support 
and Assistance to Abused and Neglected Adults (the Act). This project is grounded in a 
comprehensive review of the literature relating to women with disabilities and abuse. The 
development of the Act and policy are explored in both historical and contemporary contexts. It has 
been estimated that women with disabilities risk of abuse ranges from one and a half to five times 
greater than women without disabilities of similar age. This project will posit that negative 
assumptions and beliefs play a major role in socially constructed myths and stereotypes that act to 
negate women with disabilities. The root causes of society's negative attitude towards people with 
disabilities are a subscription to the medical model of disability and, more generally, capitalist society 
which inherently devalues people with developmental disabilities. This project seeks to analyze the 
Act through the framework of a social model of disability. A social model of disability contends that 
disability is the outcome of social arrangements which work to limit the activities of people with 
impairments by erecting social barriers. The policy does not address major structural barriers 
individuals with disabilities face. For instance, poverty, lack of educational opportunities, and 
unemployment. The policy does however, help to create awareness of the issue of abuse among 
women with disabilities and additionally, their right to self-determination. Finally, the Act 
acknowledges that abuse is a community problem through the creation of Community Response 
Networks which may help to alleviate abuse through education and ultimately societal change. 
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CHAPTER ONE 
Introduction and Rationale 
"A cacophony of voices is needed in social work to encourage resistance to negative societal 
definitions of disability which involves consciousness raising of their impact on social work practice" 
(Westhaver & Stewart, 2000, p. 4). 
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My first objective in writing this project is to contribute to a greater understanding of the 
problem of women with developmental disabilities and sexual abuse. Utilizing a social model of 
disability lens, my second objective is to analyze the new powers and tools available to social workers 
as a result of the new Adult Guardianship Act (Part 3) (Act) and the (Draft) Ministry of Children and 
Family Development, Community Living Services Practice Guidelines (policy) in working with 
women with developmental disabilities who have been sexually abused. My third objective is to make 
recommendations for social work training, policy and research in this area. I am also interested in 
expanding the power and resources of women with developmental disabilities. I believe that research 
on this topic can increase social workers' understanding of this hidden issue and can provide concrete 
information to use in lobbying, advocacy, education and ultimately societal change. It can also 
validate the experiences of women with developmental disabilities who are marginalized in our 
society. In addition, I believe as Smith (1999) articulated that the processes used in research need to 
be respectful to enable people to heal. 
The field of social work is committed to working with people who are socially disadvantaged/ 
powerless and to expand the power and resources of these groups. Women with developmental 
disabilities are socially/economically disadvantaged and often suffer double discrimination since they 
are both female arid persons with a disability. Many social workers are now employed in the 
disabilities field providing services through both government and non-profit agencies as well as 
through generic services. Given these developments one article notes, " ... the education of social 
workers is becoming an increasingly important link in ensuring that persons with developmental 
disabilities receive adequate community based professional social work services when needed" 
(Burge, Druick, Caron & Oullete-Kuntz, 1988, p. 16). The Canadian Association of Schools of 
Social Work has also formed a Persons with Disabilities caucus which advocates an expanded 
curriculum with respect to disabilities studies. In addition, in 2001 , the UNBC School of Social 
Work began regularly offering a course on disability issues. 
Overview 
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In this project, I use a modified case study to explore the issue of women with developmental 
disabilities and sexual abuse and to analyze the policy. The case will be defined as the policy. I plan 
to analyze the policy using a social model of disability theory. The modified case study approach 
enables a student to critically reflect and analyze a case based on their work experience (Tang, 2000) .-
Tang prescribes that the case will generally be an individual, group, process or policy. The modified 
case study approach will enable me to critically reflect on my direct experience working as a social 
worker with women with developmental disabilities who have been sexually abused. As the 
legislation has been so recently enacted, there is a limited amount of scholarly research available to 
use in my analysis and critique. In order to add to the richness of my discussion, I have utilized 
information from my own work experience. This information is non-identifying. I also will discuss 
the policy and its implications for women with disabilities with a self-advocate peer advisor, and a 
representative of the Public Guardian and Trustee of British Columbia. 
J 
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My Standpoint 
Since 1992, I have been working in the developmental disabilities field as a social worker and 
currently as team leader for Community Living Services, a section of the B.C. Ministry of Children 
and Family Development. I am deeply committed to furthering the goal of community living and I 
have also been greatly impacted by being a social worker who was a part of the process of the de-
institutionalization of Glendale, an institution for persons with developmental disabilities in Victoria. 
De-institutionalization is a complex process but essentially refers to the move of individuals out of 
institutions and into the community (Sobsey, 1994). I observed the positive transformation and great 
improvement in the quality of life of many individuals as a result of de-institutionalization. In 
essence, as these individuals were integrated into the community, they acquired new social and life 
skills, gained greater independence over their lives, made friendships and became valuable 
contributors to their wider community. In addition, through the process of de-institutionalization, 
many individuals were re-connected with their families. Many family members told me that when 
they placed their son or daughter into the institution as children they were advised by professionals to 
'forget about them', that their child required institutional care and likely would not have a long life 
expectancy. As there existed few resources in the community to support families in caring for their 
children at home, this was often the only viable option for many families. As Collier (1995) argues, 
the increase in the demand for institutional placements of children with developmental disabilities was 
due to a lack of community services for these families. Also, traditional medical thought at the time 
prescribed that people with developmental disabilities were best served in institutions. As McCallum 
(200 1) reports, 
[ m ]any parents felt an intense sense of despair, guilt and loss when they institutionalized their 
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family member, although they did so voluntarily. Either they were encouraged to do so by the 
medical profession or they felt there was no other option because there were simply no 
resources or supports within the community (p. 26). 
Many of the reunifications were tremendous celebrations and it was a beautiful experience to watch 
the love families and individuals had for each other after many years, and sometimes decades, of little 
or no contact. Not everyone was happy about de-institutionalization. Some neighbors protested the 
development of group homes in their neighborhoods and some families were afraid of what would 
happen to their sons or daughters in the community. Concerns largely centered around the following 
themes: safety, community acceptance, whether funding for resources and supports would be 
available and whether there would be the professional expertise (e.g., doctors, nurses, occupational 
therapy, behavioral therapy, etc.) in the community to support their. son or daughter if they became ill 
or de-compensated. In their qualitative study of the closing of Tranquille, an institution in Kamloops, 
Lord and Hearn (1987) quote a mother and father from the North recalling their feelings when they 
found .out Tranquille would be closing. 
We heard it on the T.V. All of a sudden they want to close Tranquille. Now what's to 
happen to the kids? We were all so upset. I expected to have him put back in our home. 
How could we manage? You get to be sixty and it would be impossible. And then, even if it 
isn't us, who takes him, who does? Are the people qualified to do it? Where are the doctors 
who know something about this? (p. 41). 
In essence, many of these concerns were addressed by the community placement planning team (to 
the best of their ability at that time). Overall, from my perspective, in Victoria, de-institutionalization 
was a successful experience for individuals with disabilities, their families and advocates. Lord and 
Hearn (1987) reported in their study of the de-institutionalization ofTranquille that those individuals 
with developmental disabilities who were able to verbalize their feelings expressed satisfaction with 
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their new home in the community. The most common areas mentioned by individuals expressing 
their satisfaction with community living included: ability to visit family, choices about community 
activities, the right to make decisions, satisfaction from having personal belongings, and performing 
their own household chores. In addition, Lord and Hearn (1987) reported, "[m]ost families were 
enthusiastic and positive about life for their relative in the community. The change from fear and 
resistance to strong approval was so marked that it cannot be attributed simply to inevitable 
resignation in the face of change" (p. 146). Lord and Hearn's (1987) survey data also confirmed this 
as 70.2% of families indicated that they were very satisfied with their son or daughter's community 
placement. 
In addition, I also used to work with children who were in transition between childhood and 
adulthood ( 17 -19). This cohort of youth, for the most part, experienced complete inclusion within 
the school system and their communities. Growing up with the philosophy of inclusion and 
normalization, they were a wonderful and vibrant group to work with. Many of them had a variety of 
friendships and planned to work, go to college, or volunteer in the community after graduation. They 
essentially had the same desires, goals and dreams as other youth their age (e.g., independent living, 
marriage, work, etc.). These dual work experiences highlighted the limitations of the medical model 
theory of disability (disability is regarded as primarily a personal deficiency within the human body 
and the only remedy is the effort by health professionals to fix the imperfection to the extent possibie) 
(Hahn, 2001). Witnessing the limitations of the medical model has made me want to explore a social 
model of disability . 
. The medical model of disability framework believes a person's impairments are the core cause 
of any disadvantages experienced and these disadvantages can therefore only be fixed by treatment or 
I 
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cure (Crow, 1996). In contrast, the social model of disability has its roots in material analysis and 
disputes the perspective of disability as pathological (Oliver, 1990). It can be described as a critical 
sociological theory and at its root is the demand for equal rights for people with disabilities. A 
central issue in the social theory of disability is the identification and analysis of the social 
construction of disability (Oliver, 1990, 1996). Oliver (1990) contends that disability is constructed 
by a variety of social and economic factors which include culture, capitalism and ideology. Although 
this approach has limitations, particularly ~ regards to people with severe disabilities, I believe that it 
is within a social model of disability framework that the life of people with developmental disabilities 
can best be understood. 
My motivation for wanting to explore the topic of women with developmental disabilities and 
sexual abuse developed subsequent to beginning my position with Community Living Services in 
Prince George in September 1997. Through my work, I became increasingly aware of the incidence 
of sexual abuse of women with developmental disabilities. I have also become increasingly outraged · 
by the reports of violence and oppression that women with disabilities face. During my social work 
education and staff training with the Ministry, this topic was inadequately addressed. I feel that there 
is a great need for further training and education on this issue if the profession of social work is going 
to be a part of effective social change. In working with women who have been sexually abused, I am 
aware of several issues: lack of sexual education and abuse prevention programs, poverty, lack of 
criminal justice system response (e.g., failure to prosecute the offenders), lack of treatment for 
women with developmental disabilities, often repeat victimization and negative societal attitudes. 
Many myths and stereotypes exist today about people with disabilities and their sexuality. 
Some of the societal myths and stereotypes about people with developmental disabilities that Brown 
I 
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and Mirenda ( 1997b) have identified include: people with developmental disabilities are overly 
sexualized; people with developmental disabilities are 'innocent' and childlike; people with 
developmental disabilities are not able to feel pain; people with developmental disabilities can not 
comprehend what is occurring around them; people with developmental disabilities tell lies; people 
with developmental disabilities need punitive consequences to learn right from wrong; people with 
developmental disabilities are asexual; people with developmental disabilities are dangerous to society 
and people with developmental disabilities are less human and better off dead (p. 11-12). Myths play 
a major role in increasing the vulnerability of women with disabilities to sexual abuse and in the 
failure of systems to respond when abuse does occur. As Sobsey (1988) contends" ... it is often not 
the disability that appears to increase risk; it may be society's treatment of that disability that 
increases risk" (as cited in Ridington, 1989, p. 31 ). 
I believe the highly publicized murder of Tracy Latimer by her father, Robert Latimer, further · 
illustrates this point. Tracy was a 12 year old girl from Wilkie, Saskatchewan who had cerebral palsy. 
Tracy was placed by her father into his truck while the rest of the family was at church on October 
24, 1993. He connected a hose to the tail pipe, ran it into the cab through the back window and 
started the motor. He let it run for half an hour killing Tracy from carbon monoxide poisoning. He 
later placed Tracy in her bedroom and initially advised his family and police that she had died in her 
sleep. Following an autopsy, he confessed to killing Tracy. The main impetus for Robert Latimer 
killing Tracy appeared to be that Tracy required an operation to remove her femur due to a 
dislocated right hip and this was believed by him to be a form of 'mutilation' (Enns, 1999). The 
media was instrumental in keeping Tracy a mystery shrouded by disability, pain and stigma. The 
media further portrayed that Tracy's murder was an example of mercy killing or euthanasia and that 
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the real victim in this case was Robert Latimer and not Tracy (Enns, 1999). Much of Robert 
Latimer's argument for killing Tracy rested, not on her pain and suffering, but on disability and 
'mutilation' (Enns, 1999). Overall, the media treated Tracy's disability (i.e., cerebral palsy) as an 
acceptable excuse for homicide (Enns, 1999). As this case illustrates, presenting only her physical 
and mental differences, her lack of speech, and her alleged 'agony' (i.e., the medical model) did not 
allow people to see Tracy as a complete human being. As Enns (1999) describes, "[u]ltimately, in 
dehumanizing others we dehumanize ourselves" (p. 164). It is important to note a small victory for 
people with disabilities in that the Supreme Court of Canada recently upheld Robert Latimer's 
conviction and minimum ten year sentence for the murder of Tracy Latimer (Canadian Association 
for Community Living, January 18, 2001). 
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Many of the articles and books I reviewed suggest a lack of research in the area of people with 
developmental disabilities and sexual abuse, especially with respect to women. As Stimpson and Best 
(1991) assert, "[s]o little is the topic of sexual assault against disabled women even talked about or 
thought about among government groups, women's groups, or until recently, disabled groups, that the 
need for a critical perspective becomes vital" (p. 2). As a feminist social worker, (a belief in the 
"movement to end sexism, sexist exploitation and oppression") I hope that, as an outcome of my 
project, women with developmental disabilities will expand their power and resource base and 
experience real improvements in services~ social work practice, and overall greater social justice (hooks, 
2000, p. 1). I believe as Bricker-Jenkins (1991) contends, that feminist social work practice can be 
characterized as an open and evolving system that involves the worker's continual self-scrutiny, 
challenge and revision (as cited in Westhaver & Stewart, 2000). In addition, I hope to provide 
recommendations for social work training, research, policy, and practice skills in working with women 
with developmental disabilities who have been sexually abused. 
Finally, exploring this issue is timely as the Act and policy has recently come into effect 
(February 28, 2000). This Act grants Ministry of Children and Family Development (MCFD), 
Community Living Services (CLS) adult social workers new powers to investigate adult sexual abuse. 
Under this legislation, CLS is a designated agency to receive reports regarding adults with 
developmental disabilities who may have been, or who are currently being, abused. Social workers can 
offer support and assistance and even apply to the Court for an order temporarily protecting the adult 
from the abuser. The legislation and MCFD policy represent an interesting balance between respecting 
the adult's autonomy and self-determination and providing protection. As a result of this new statutory 
responsibility, social workers will need to learn more about abuse, investigation and good social work 
practice with respect to adults with developmental disabilities. 
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Definition of Terms 
The terms abuse, sexual abuse, neglect, self-neglect, developmental disability, self-advocate, 
normalization, integration, inclusion and self-determination will be defined for the purpose of this 
project. The Act states "[a]buse means deliberate mistreatment of an adult that causes the adult: 
physical, mental or emotional harm, or, damage to or loss of assets, and includes intimidation, 
humiliation, physical assault, sexual assault, over-medication, withholding needed medication, censoring 
mail, invasion or denial of privacy or denial of access to visitors." The Act defines sexual abuse as 
"[a ]ny unwanted or exploitive sexual behavior, including harassing, assaulting or using adults for sexual 
purposes without their consent." Neglect is defined as " ... any failure to provide necessary care, 
assistance, guidance or attention to an adult that causes, or is reasonably likely to cause within a short 
period of time, the adult serious physical, mental or emotional harm or substantial damage to or loss of 
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assets, and includes self-neglect." Self-neglect is defined in the Act " .. . as any failure of an adult to take 
care of himself or herself that causes or is reasonably likely to cause within a short period of time, 
serious physical or mental harm or substantial damage to or loss of assets .. . " A woman with a 
developmental disability will be defined as meeting the American Association of Mental Deficiency 
(AAMD) definition: "[i]ntellectual functioning, at or below an IQ of70 concurrent with sub-average 
adaptive functioning in two or more adaptive skill areas, as determined by standardized assessment 
tests." The condition must have occurred during the person's developmental period (i.e., prior to age 
18). It is important to note, that IQ testing has been criticized for not taking into account factors such 
as gender, race, income, disability and culture (Roeber Institute, 1996). However, this definition is the 
eligibility criteria to receive services from the MCFD, Adult CLS section and is a widely used definition 
in the North American research to describe a person with a developmental disability. Thus, I am using 
this definition with its acknowledged weaknesses, to create a common understanding of the term. 
The term developmental disability is preferred by self-advocates in British Columbia over other 
terms such as "mental retardation" or "mental handicap" (Brown & Mirenda, 1997b ). A self-advocate 
can be defined as an adult with a developmental disability who advocates for herself/himself and works 
with or on behalf of other individuals with a developmental disability (Brown & Mirenda, 1997b ). Nrrje 
(1969) defined normalization as "[m]aking available to the 'mentally retarded' patterns and conditions 
of everyday life which are as close as possible to the norms and patterns of the mainstream of society" 
(p. 181). Wolfensberger (1972) further delineated the term as the "utilization of means which are as 
culturally normal as possible, in order t.o establish and maintain personal behaviors and characteristics 
which are as culturally normative as possible" (p. 28). Integration and inclusion are essentially two 
primary methods for achieving normalization. Integration refers to the process of a person with a 
J 
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disability returning to the natural community environment from which she or he has been previously · 
segregated (Sobsey, 1994). Inclusion can be described as maintaining a person with a disability in the 
natural community environment making integration unnecessary (Sobsey, 1994). An individual's right 
to self-determination is a key feature of the Act. Self-determination under the Act is defined in section 
2(a) as the following "[a]ll adults are entitled to live in the manner they wish and to accept or refuse 
support, assistance or protection as long as they do not harm others and they are capable of making 
decisions about those matters." 
CHAPTER TWO 
Social Model of Disability 
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"Disability is not measles. It is not a medical condition that needs to be eliminated from the population. 
Disability is socially produced" (Rioux, 1994, p. 7). 
This chapter will provide a brief overview of the social model of disability in order to clarify my 
theereticallens. The social model of disability can be described as a critical sociological theory and at its 
heart is a demand for rights for people with disabilities. This model asserts that disability is 
individualized and medicalized within a capitalist society (Oliver 1990, 1996). I will argue that it is 
within the social model that the situation facing people with developmental disabilities can best be 
understood and the policy analyzed. It is important to note as a qualifying statement that not all people 
with disabilities would agree with the radical agenda and analysis attached to a social model of disability 
(Shakespeare & Watson, 1997; Barton, 1993); also, that the "social model of disability is in a process of 
development, exploration and analysis" (Shakespeare & Watson, 1997, p. 298). In order to highlight 
·this theoretical perspective, however, the history of the social model of disability must be understood, its 
departure from the medical model examined and it basic tenets outlined. 
History of the Social Model of Disability 
During the 1970s in Britain, a social definition of disability was developed within the 
organizations of(as opposed to for) people with disabilities (Campbell & Oliver, 1996). This social 
definition is now commonly referred to as the social model of disability and was first created as a result 
of the struggle of disability activists to develop some key principles on disability as the foundation of a 
political campaign (Thomas, 1999). For example, the Disabled People's International (DPI) definition 
of impairment includes, u[i]mpairment is the functional limitation within the individual caused by 
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physical, mental or sensory impairment" (Oliver, 1996, p. 41). Disability is defined by the DPI as "[t]he 
loss or limitation of opportunities to take part in the normal life of the community on an equal level with 
others due to physical and social barriers" (Oliver, 1996, p. 41 ). In essence, the social model contends 
that it is not the individual's impairment which causes disability. Rather, in this model, disability is 
believed to be the outcome of social arrangements which work to limit the activities of people with 
impairments· by erecting social-structural barriers in their path (Thomas, 1999). 
The social model became the central ideology around which people with disabilities began to 
make sense of their own life experiences and to organize their own unique political movement (Oliver, 
1996). The key concerns of people with disabilities in the 1970s and arguably today included: poverty, 
living standards, employment, and independent living. Thomas (1999) argues that within the writings of 
those involved in the disabled people's movement in Britain there is a firm belief that an increasing 
number of political and social gains have been achieved (e.g., transportation, living standards, and 
employment) by endorsing a social model perspective. In fact, more gains may have been accomplished 
than were previously achieved in past decades by well intentioned academics and non-disabled 
individuals advocating on behalf of people with disabilities (Thomas, 1999). In the fight for 
empowerment, individuals with disabilities are working to change the emphasis from a focus on "needs" 
to one on "rights" (Barton, 1993~ Shakespeare & Watson, 1997). Thus, the origins of the social model 
are located in the emancipatory battles of people with disabilities who are resisting social oppression and 
exclusion (Oliver, 1990; Hughes & Paterson, 1997). This approach however, has also been heavily 
influenced by structural, historical materialist and feminist ideology and concerns (Shakespeare & 
Watson, 1997; Thomas, 1999). 
The social model of disability also grew out of the scholarship and analysis created by a growing 
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number of academics with disabilities who re-conceptualized disability as a complex form of social 
oppression (Barnes, 1996). The theoretical assumptions had shifted from individual impairment to 
disabling environments and negative social attitudes. Mike Oliver, a sociologist with a spinal cord injury 
is credited with creating the term the social model of disability (Oliver, 1983) by declaring that 
attitudinal and environmental factors are at least as important as impairment in the assessment of 
disability (Barnes, 1996). Thus, in the latter part of the twentieth century, many people with disabilities 
formed themselves into a new social movement and engaged in a struggle for emancipation from social 
oppression and exclusion (Oliver, 1990; Hughes & Paterson, 1997). 
The response to impairment in current times has been that people with disabilities have been 
placed in the role of the 'other', oppressed, and denied access to ppwer and privilege (Hughes & 
Paterson, 1997). The challenge to disablism and oppression for people with disabilities has created the 
new politics of disablement (Oliver, 1990) which utilizes a social model of disability (Hughes & 
Paterson, 1997). As Hughes and Paterson (1997) contend, the disability movement and its theoretical 
lens- the social model of disability- emerged in the 1970s as a direct attack against the medical or 
individualistic model of disability. 
The Medical Model as compared to the Social Model 
The social model constitutes a critique of the medical model of disability. In essence, the medical 
view that social constraints on people with disabilities were a result of physical impairments has been 
challenged by the social model (Hughes & Paterson, 1997). The social model argues that people with 
impairments are disabled by a social system which creates obstacles to their full participation (Hughes & 
Paterson, 1997). The medical model has historically dominated disability policy and practice (Barton, 
1993). As Crow (1996) notes within the medical model of disability perspective, an individual's 
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functional limitation (impairments) are the root causes of any disadvantages experienced and, therefore, 
these disadvantages can only be resolved by treatment or cure. A medical model as Hahn (1985) 
asserts," ... imposes a presumption of biological or physiological inferiority upon disabled persons" (p. 
89). Labels such as 'retarded', or 'spastic' reinforce an individualized definition in which a person's 
functional limitations become all encompassing (Barton, 1993). Thus, in this model, disability is 
conceptualized as an individual' s personal inability to function. The medical model reduces the 
difficulties that people with disabilities face to their own personal inadequacies or functional limitations 
(Oliver, 1990). As one advocate with a disability stated, 
[w]e are seen as 'abnormal' because we are different. We are problem people, lacking the 
equipment for social integration~ But the truth is like everybody else we have a range of things 
we can and cannot do, a range of abilities both mental and physical that are unique to us as 
individuals. The only difference between us and other people is that we are viewed through 
spectacles that only focus on our inabilities and which suffer an automatic blindness- a sort of 
medicalised social reflex- regarding our abilities (Brisenden, 1986, p. 3). 
The medical model of disability sanctions an individualized, homogenized and unchanging view 
of disability (Barton, 1993 ). It constructs an idealized concept of ' normality' against which people with 
disabilities are being compared (Barton, 1993). People with disabilities have increasingly voiced their 
dissatisfaction of this theory of disability and the policies and practices emanating from such a 
perspective. The social model of disability forms an alternative set of assumptions, priorities and world 
view. As Hahn (1986) asserts in the social model, disability is perceived as arising" ... from the failure of 
a structured social environment to adjust to the needs of and aspirations of citizens with disabilities 
rather than from the inability of a disabled individual to adapt to the demands of society" (p. 128). 
In contrast to the medical model, the social model changes the focus from impairment to 
disability. In the social model, disability refers to disabling social, environmental and attitudinal barriers 
16 
as opposed to ability (Crow, 1996). Thus, while impairment is the functional limitation which impacts a 
individual's body/mind (e.g., developmental disability), disability is the loss or lack of opportunities as a 
consequence of overt and covert discrimination (Crow, 1996). Thomas (1999) interviewed several 
women with disabilities and found many instances of the women being constrained by socio-structural 
barriers. Thomas (1999) reported that the social model of disability represented a very powerful way of 
understanding key features of many women with disabilities life experiences, specifically with respect to 
education, employment, poverty, housing and living arrangements, transportation and mobility. Thomas 
(1999) contends, "[t]he political implications are clear: what is required is the removal of social barriers 
and not the adaption of individual women to the putatively, 'inevitable consequences' ofbeing impaired" 
(p. 18). As Crow (1996), an author with a disability, eloquently expresses, 
[i]t wasn't my body that was responsible for all of my difficulties, it was external factors, the 
barriers constructed by the society in which I live. I was being dis-abled - my capabilities and 
opportunities were being restricted by prejudice, discrimination, inaccessible environments· and 
inadequate support. For years now this social model of disability has enabled me to confront, 
survive and even surmount countless situations of exclusion and discrimination (p. 206). 
Thus, the social model creates the capacity for the eradication of prejudice and discrimination (Crow, 
1996). In contrast, the medical model links the removal of disadvantage to the 'overcoming' of 
impairment. Thus, citizenship is only to be obtained through treatment or a cure (Crow, 1996). 
Basic Tenets of the Social Model of Disability 
The social model of disability refutes the notion of impairment as all-encompassing, focusing 
instead on discrimination as the central barrier to a person with a disability (Crow, 1996). In this model, 
solutions are sought through the removal of disability (Crow, 1996). Proponents ofthis model believe, 
once the struggle against disability is over, only the impairment will exist for the person and there will be 
no disadvantage associated with this (e.g., barriers to transportation, housiJ:lg, education, employment 
etc.) (Crow, 1996). Thus, when 'disability' comes to an end, individuals with impairments will be able 
to achieve full citizenship on equal footing with people who do not have impairments (Crow, 1996). 
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In the social modeL disability is a social construction created by a number of social and economic 
factors (Oliver, 1990, 1996). This theory moves private problems into the arena of social issues. As 
Matysiak (1998) contends, "[i]t restates individual limitations as societal barriers and shifts the 
responsibility for change and adaption from individuals with disabilities to the larger society" (p. 2). 
This theory also re-affirms the civil and human rights of individuals with disabilities. In essence, 
individuals with developmental disabilities who have been devalued are re-valued when utilizing a social 
model theory (Matysiak, 1998). As Matysiak ( 1998) contends, "[i]n this way theory develops that 
empowers people with intellectual disabilities to effect positive ch~ge in their own lives without being 
victimized by the dynamics of that change" (p. 2). 
The social model of disability has its roots in material analysis (Oliver, 1990). As Rioux (1994) 
asserts, "[i]n a materialist analysis disability comes from the social and economic restrictions imposed on 
the individual that disable him or her. This analysis recognizes the implications of power relationships in 
enabling well-being" (p. 5). Another key issue in the social model of disability is the recognition and 
analysis of the social constructedness of disability (Oliver, 1990, 1996). This model contends that 
disability is constructed by a number of social and economic variables which include: capitalism, culture 
and ideology. A review of the cultural creation of disability demonstrates that, while impairment and 
disability are present in most cultures, the experiences of people with disabilities vary from society to 
society ranging from marginalization to reverence (Oliver, 1990). With respect to people with 
developmental disabilities, Ferguson (1994) has contended, "mental retardation is a plastic concept that 
is inevitably shaped by shifting forces of historical development and cultural prejudice" (p. xvii as cited 
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in Matysiak, 1998). Finally, the social theory of disability looks to social activism within the community 
of people with disabilities to change and eliminate the barriers which oppress it (Matysiak, 1998). 
In this project, the Act and policy will be analyzed from a social model of disability perspective 
as it relates to people with developmental disabilities. With the theoretical lens outlined, I would like to 
now tum to a review of the literature regarding women with developmental disabilities and sexual abuse 
and the history of the Act and policy. 
CHAPTER THREE 
Literature Review 
"In fact, it is society's response to disability not the disability itself, that accounts for much of the 
increased risk experienced by people with disabilities" (Sobsey, 1994, p. xvi). 
Historical Attitudes and Beliefs 
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Within a Eurocentric/ Western context, women with developmental disabilities are socially, 
economically disadvantaged and often suffer double discrimination since they are both women and 
persons with a disability. Historically, people with developmental disabilities have faced discrimination 
and have been denied basic human rights. From early Christian times to the seventeenth century Salem 
Witch Trials, women with disabilities were often thought to be 'po~sessed' by the 'Devil' and were, 
therefore, subjected to persecution, abuse, and murder (Brown & Mirenda, 1997a, p. 9). In the 1800s, 
jails were used as institutions for people with developmental disabilities, to "protect" society from them. 
In the early 1900s, scientists hypothesized a direct link between disabilities and criminal behavior 
(Brown & Mirenda, 1997a). The Eugenics movement was based on the premise that all human traits, 
including intelligence, poverty, prostitution and criminality are inherited (Kevles, 1985). The eugenicists 
targeted people with developmental disabilities as a threat to society and blamed them for many of the 
·social problems during that time period (turn of the 19th century and beyond) which included: poverty, 
prostitution, criminality and venereal disease (McLaren, 1990; Institute ofLaw Research and Reform: 
Alberta, 1988; Wolfensberger, 1975). An additional concern of the Eugenics movement was the belief 
that women with developmental disabilities were reproducing at a more prolific rate than people without 
disabilities and, therefore, might 'over-populate' the latter (Wolfensberger, 1975). 
The roots of the Eugenics movement can be found in capitalism ('poor and weak devalued') and 
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in the deep seated conservative belief in the predominance of heredity over the social environment 
(McLaren, 1990). As McLaren (1990) notes, the success ofthe Eugenics movement in making popular 
the fears of degeneration was a result of a decline of faith in nineteenth century liberalism. It was 
essentially a movement that set out to make the weakest members of the community (e.g., people with 
developmental disabilities) the scapegoats for all societal social and economic problems (McLaren, 
1990). As McLaren (1990) argues, "[t]he heyday of eugenics had been the poverty-stricken depression 
years, when many in the propertied and the professional classes welcomed the notion that it was not the 
economic system but the poor and sick who were responsible for society's failings" (p. 157). As a result 
of the Second World War when the effects ofNazism came to light and in 1945 with the birth of the 
welfare state, the political pendulum swung towards the left and towards policies that supported social 
interventionism (McLaren, 1990). It is important to note, sterilization of people with developmental 
disabilities led to their extermination in Nazi Germany (McLaren, 1990). 
Two key social policies arising out of the Eugenics movement were segregation and sterilization. 
Canada, the United States, New Zealand, and Nazi Germany were among the countries that adopted 
these social policies and created laws which eventually resulted in the sterilization of thousands of 
women with disabilities all over the world (Brown & Mirenda, 1997a). As McLaren (1990) describes, 
" ... the picture that emerges of the "typical" sterilized patient was of a young, unwed mother who had 
been diagnosed as mentally retarded" (p. 160). Also, during this time, women with developmental 
disabilities were seen as possessing very strong sexual inclinations, coupled with poor personal control, 
deeming them to be a menace to society (Craft, 1987). It is shocking to note that laws supporting the 
sterilization of people with developmental disabilities were still in effect in BC and Alberta until 1972. 
The National Film Board of Canada has made a very powerful documentary entitled, The Sterilization of 
Leilani Muir, which documents one woman's dramatic experience ofbeing sterilized without her 
consent in Alberta in 1959. It is important to note that Leilani Muir went on to successfully sue the 
Province of Alberta for wrongful sterilization while she was a resident at the Michener Center in Red 
Deer Alberta (Roeher Institute, 1996). By campaigning for the sterilization of people with 
developmental .disabilities, the Eugenicists were responsible for serious crimes against vulnerable 
individuals with developmental disabilities. "Eugenic sterilization is a shameful blot on our past" 
(Institute ofLaw Research and Reform: Alberta, 1988, p. 30). 
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The Eugenics movement also led to a dramatic increase in the institutionalization of people with 
developmental disabilities and thus resulted in their segregation. Unfortunately, many women with 
developmental disabilities living in institutions had very negative and contradictory experiences including 
not only sexual abuse, but also punishment for sexual activity (Brown & Mirenda, 1997a; Sobsey, 
1994). For example, in McCallum's (2001) administrative review of Woodlands institution, she reports 
that abuse did occur and that appropriate policies were not in place to protect individuals with 
developmental disabilities. In addition, women with developmental disabilities have been denied the 
right to sexual expression. The former section 148 of the Criminal Code of Canada. which restricted 
women with developmental disabilities from consensual sexual activity, was not repealed until 1983 
(Ridington, 1989, p. 28). 
In the last thirty years, people with developmental disabilities have been moving out of 
institutions to live in the wider community. By 1996, the three main in-stitutions in British Columbia, 
Woodlands, Tranquille, and Glendale were closed. Services to adults with developmental disabilities are 
now provided in the community. In addition," ... the United Nations Declaration on the Rights of 
Disabled Persons (1975) states that all people with disabilities have an inherent right to respect for their 
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human dignity, as well as a right to protection, from all degrading treatment, discrimination and abuse" 
(Sobsey, 1994, p. 2). Today, people with developmental disabilities are protected by laws from many of 
the historical discriminatory practices of the past (i.e., Charter of Rights and Freedoms, B.C. Human 
Rights Act, the Act. etc.). The social policies have also changed from segregation and sterilization to 
the principles of normalization, inclusion and community living. The philosophies of community living 
and normalization are widely adopted through government policy and practice, but arguably to a lesser 
extent by society as a whole. As Brown and Mirenda (1997a) argue, "[m]ost people know very little 
about what developmental disabilities are all about, and what they do know often comes from studies 
and statistics that aren't concerned with the personal aspects of people's lives" (p. 9). As Gordon and 
Verdun-Jones (1992) state, "[t]here have been .major changes in government strategies for providing 
health and social services and 'handicapped' people are living within the 'community' where they can be 
seen and try to be heard" (p. 6-2). When there is little knowledge, awareness or association, the cycle of 
myths and stereotypes are perpetuated (Brown & Mirenda, 1997a). Unfortunately, many women today 
live with the consequences of previous negative sexual experiences and struggle to develop a healthy 
sexuality (Brown & Mirenda, 1997a). 
Incidence and Prevalence 
Lack of power leaves women with developmental disabilities more vulnerable to sexual abuse 
than women without disabilities (Driedger, 1996). It is important to state at the outset that sexual abuse 
is primarily motivated by power and control. As Stimpton and Best contend, "[i]n truth, sexual assault 
against women with disabilities has very little to do with sex or sexuality but more to do with the control 
and power of the perpetrator over the disabled woman" (p. 59). As Brown and Mirenda (1997b) argue, 
"[ w ]hat all abusive situations have in common is that they are always about. power imbalances: one 
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person in a position of power, authority,· or trust has more power and uses it to control and dominate the 
person with less or no power" (p. 11). Ridington (1989) asserts, "[a]ssault, including sexual assault, is 
an abuse of power" (p. 26). 
In my review of the literature on this issue, I found that women with disabilities faced a much 
higher risk of abuse than women without disabilities. It has been estimated by Sobsey ( 1994 ), a 
researcher from Alberta in this field, that the risk of abuse of people with developmental disabilities 
ranges from one and a half to five times gr~ater than people without disabilities of similar age and 
gender. In a 1989 survey of women with disabilities, 40% of the women had been raped, abused, or 
assaulted and 64% had been verbally abused (Ridington, 1989). Stromsness (1993) interviewed 14 
women using a 55 item structured interview and found that 82% had been sexually abused prior to their 
eighteenth birthday. Stimpson and Best (1991) interviewed 85 Canadian women with disabilities and 
found that more than 70% reported being victims of sexual violence. Of those who had been assaulted, 
more than half had been sexually assaulted on more than one occasion. As Chenoweth (1996) argues, 
"[ w ]omen with disabilities typically occupy positions of extreme marginalization and exclusion that 
make them more vulnerable to violence and abuse than other women" (p. 391). 
The Roeber Institute (1988) has found that girls with developmental disabilities are twice as 
likely as boys to be sexually abused prior to reaching adulthood (Roeber Institute, 1995). The University 
of Alberta Abuse and Disability Project recently found in a study that 74% of individuals with 
developmental disabilities reported they had been sexually abused (Brown & Mirenda, 1997b ). In a 
large study conducted by the Seattle Rape Relief and Sexual Assault Center over a seven year period, it 
was found that 99% of adults with developmental disabilities reported as victims were sexually abused 
by relatives and care givers (residential staff, bus drivers, recreational workers, volunteers, supervisors, 
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and others serving in care giving roles); only 1% of the perpetrators were unknown to the survivors · 
(Cole, 1986). Sobsey (1994) also notes that, to date, the research evidence on abusers suggests that the 
majority of offenders are male. In essence, "[m]ost individuals are abused by someone they know, as 
opposed to a stranger 'lurking in the bushes,' which is quite rare" (Brown & Mirenda, 1997b, p. 8). 
Thus, research .has revealed that the majority of abusers are male and known to the victim. 
It is important to note, however, that most incidents of sexual abuse are not reflected in the 
statistics compiled by researchers as it is estimated that only twenty percent of incidents of sexual abuse 
are reported (Cole, 1986). In Prince George, for example, statistics on reports of sexual abuse of people 
with disabilities are not compiled by RCMP Victims Services, or the Sexual Assault Center. In addition, 
there have been some concerns regarding sample sizes and research methodology that make precise 
interpretations of sexual abuse among women with developmental disabilities difficult (Sobsey, 1994 ). 
"Differences in definitions of abuse, reporting rates, contextual variables, and sampling strategies 
probably mean that no single figure will ever reliably express differences in risk between people with and 
without disabilities" (Sobsey, 1994, p. 35-36). However, the general finding of increased risk of sexual 
abuse of women with developmental disabilities is consistent in the literature (Sobsey, 1994). It is 
important to note that Sobsey (1988) recommends that research should move beyond trying to establish 
the exact strengths of the relationship between disability and abuse and instead focus on why the 
relationship exists (as cited in Sobsey, 1994). 
Women with Developmental Disabilities and Vulnerability 
Many factors contribute to the· increased risk of sexual abuse among women with developmental 
disabilities. Women with developmental disabilities are at particular risk because they often need to 
depend on, or are trained to depend on, others for their care and support. As Brown and Mirenda 
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(1997b) contend, care giving relationships typically involve a power imbalance as one person is always 
the 'care giver' and the other person is always the 'receiver' of care. Also, because heterosexual male 
eroticism is entangled with "power over" I dominance and violation. The "normalization" of 
objectification is a direct cause of some of this abuse (Dr. Si Transken, personal communication, June 
07, 2002) (Dr. Transken has 20 years of involvement with the feminist activist/women's healing 
communities; 3 years experience as a therapist. in an acute care sexual assault treatment program and has 
researched/published on issues such as sexualized violence/stalking/incest). Also, there is an increased 
chance of abuse the more dependent the woman is on others for personal care and support, and the 
greater number of persons involved in providing that care (Brown & Mirenda, 1997b ). In a study by the 
Roeber Institute ( 1995), several respondents reported that the gender of care givers can place females 
with disabilities at risk. For example, agencies providing personal care services do not always ensure 
that female care providers are matched with female clients. Several respondents reported the risk of 
sexual abuse was higher in situations where males were providing female clients with intimate personal 
care (Roeher Institute, 1995). 
Women with severe physical disabilities, sensory disabilities, challenging behaviors, and those 
with no capacity to verbalize are especially at risk because these types of disabilities, in addition to a 
developmental disability, increase vulnerability (Brown & Mirenda, 1997b). As Monat-Haller (1992) 
contends, "[a]n individual with mental retardation might have significant difficulty in communicating, 
making her very vulnerable to victimization because the perpetrator believes that she will not talk or tell 
the secret" (p. 158). Also, often a woman with a developmental disability may have a physical feature 
that potentially 'marks' the woman as being an easier target for victimization (e.g., Down's Syndrome) 
(Monat-Haller, 1992). In addition, economic and other power imbalances between the sexes were also 
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found to place females with disabilities at .greater risk (Roeber Institute, 1995). 
Societal attitudes towards women with developmental disabilities and structural barriers can 
increase the risk of sexual abuse. Negative assumptions and beliefs play a major role in socially 
constructed myths and stereotypes that negate women with disabilities (Brown & Mirenda, 1997b ). At 
the root of society's negative attitude towards people with disabilities is a subscription to the medical 
model of disability and more generally, capitalist society, which inherently devalues people with 
developmental disabilities. As McCallum (200 1) reported in her administrative review of Woodlands, 
[ t ]he residents for the most part were considered less intelligent, unable to appreciate 
instructions or normal teaching methods and, in many ways, less than human. It was assumed 
therefore, that they were less likely to feel the same emotions or pain or experience the same 
thoughts as others not labeled (p . 14). 
In addition, societal taboos surrounding sexual abuse and women with developmental disabilities have 
helped to keep it a hidden form of abuse (Cole, 1986). As Cruz, Price-Williams, and Andron (1988) 
contend, "[s]ociety's negative attitudes towards the sexuality of the mentally retarded not only 
complicate the victim's issues but may actually increase the likelihood that they will be victimized" (p. 
413). It is necessary to identify and challenge societal myths and norms which allo~ the sexual abuse of 
women with developmental disabilities to occur (Cole, 1986). In addition, structural issues such as 
poverty, lack of employment and educational opportunities increase women with disabilities vulnerability 
to abuse. Approximately, 27.1% of women with developmental disabilities in Canada have employment 
with 61.3% in sheltered work settings (Roeber Institute, 1993). Only 42% of women with disabilities 
have graduated from high school (Roeher Institute, 1993). DAWN Canada has reported that 58% of 
women with disabilities survive on less than $10,000 a year (Paltiel, 1997). The unemployment rate 
among women with disabilities in Canada is estimated to be as high as 74% (Paltiel, 1997). Finally, in 
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Canada few sexual assault and transition resources are accessible to women with all types of disabilities 
(e.g., women with developmental disabilities) (Paltiel, 1997). 
Women with developmental disabilities are often taught to be compliant and to follow 
established routines and expectations, thus, further increasing their vulnerability to abuse. As Andrews 
and Vemonen (1993) argue, "[p]eople with severe disabilities may be dependent on others for long-term 
care, leading them to be compliant and trusting of care givers including those who assault them" (p. 
142). Compliance is reinforced for people with developmental disabilities and, unfortunately such 
compliance may generalize to sexual abuse (Sobsey, 1988; Watson, 1994 as cited in Lumley, 
Mittenberger, Long, Rapp & Roberts, 1988). As Stimpson and Best (1991) assert, "[c]ompliance 
provides fertile soil for sexual assault and yet, compliance has been one of the prime factors in dealing 
with mentally or physically disabled women either in institutions, group homes or hospitals" (p. 72). In 
essence, the more of a "people pleaser" a woman is, the greater the likelihood of abuse from offenders 
who deliberately target women with disabilities who they perceive are easy to manipulate and dominate 
(Brown & Mirenda, 1997b). Women with disabilities need to be educated that consent can be used 
against them (Stimpson & Best, 1991). In essence, sexuality is a sphere of human activity involving all 
kinds of subtle and overt/direct nuanced coding and decodings of meanings. This coding and decoding 
is a challenge for most of us. The art of communicating With clarity is a difficult art to teach and learn 
for anyone and at any moment in the life cycle (Dr. Si Transken, personal communication, February 09, 
2003). In addition, as McCallum (2001) asserts in her report, "[f]or those who were sexually abused 
most will not have had the benefit of sex education or personal intimate contact and may therefore not 
have any means to distinguish between abuse and appropriate professional touching" (p. 26). 
Isolation of women with disabilities from the community-at-large increases the risk of sexual 
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abuse because it provides both opportunity and privacy for an offender. Often, women with 
developmental disabilities live in group homes where they may have little contact with people other than 
paid care givers or family. As Brown and Mirenda (1997b) contend " .. . research suggests that, people 
are actually more vulnerable in residential facilities like group homes than in their own homes" (p. 13). 
In addition, the more isolated women become within the group home, the more the community members 
may view them as separate and apart from the community (Brown & Mirenda, 1997b ). In essence, 
people in the community are less likely to monitor the person's care because they believe the service 
providers are taking care of"them" (Brown & Mirenda, 1997b). 
Another issue affecting vulnerability to sexual abuse among women with disabilities is that they 
may place themselves in a high risk situation in. order to obtain a male partner. Women with 
developmental disabilities tend to place a high value on having a boyfriend (Stromsness, 1993). Perhaps 
this is linked to their heightened interest in wanting to fit in with the cultural "norms" around them; 
and/or to their, perhaps, heightened inclination to want to feel loved and protected in a world that may 
not feel safe (Dr. Si Transken, personal communication, February 09, 2003). Thus, they will 
compromise themselves rather than risk the loss of a lover, even if that person exploits and abuses them. 
To report the abuse may mean losing the security of a home, facility, being fired from a job, or losing a 
partner (Stromsness, 1993). While these risks of reporting are not specific to women with 
developmental disabilities, their vulnerability is enhanced by their lack of resources, and power. As 
Andrews and Veronen ( 1993) contend, "[p ]eople with disabilities may be relatively socially isolated and 
lonely, more vulnerable to exploitation through manipulative relationships that initially appear to be 
affectionate and indicative of social acceptance" (p. 147). In addition, women with developmental 
disabilities are less likely to have received education about sexuality, so they may be less able to 
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recognize, understand and avoid sexually abusive relationships or exploitive situations (Andrews & 
Veronen, 1993). As Stimpson and Best (1991) contend, it is essential that women with disabilities learn 
that they have the right to be in a relationship that is not abusive. 
In sum, there are many factors that contribute to the increased risk of women with 
developmental disabilities to sexual abuse. Among those cited in the literature include: degree of 
impairment; over compliance, or socialized vulnerability; societal response; lack of knowledge/ sexual 
education; and low self-esteem. Other systemic factors thought to increase vulnerability cited include: 
living outside the family home, exposure to a large number of care providers, isolation, and training and 
educational strategies that center on compliance (McCreary Centre Society, 1993). In addition, 
structural issues, such as poverty, lack of employment, living in a capitalist society, and past historic 
beliefs which de-value women with developmental disabilities and subscribe to a medical model of 
disability, all increase vulnerability to abuse. 
The Women's Movement and Women with Disabilities 
Women with disabilities face double discrimination being both women and having disabilities. As 
women have fought patriarchy, women with disabilities have struggled with paternalism- regardless of 
its intention (Toews, 1985). Historically, women with disabilities have been caught between two 
movements: the disabled consumer' s movement and the women' s movement. As Toews (1985) argues, 
"[t]he disabled consumer's movement and the women's movement share many general aims of 
independence and equality, but there has been very little overlap and sharing between the two groups in 
the past" (p. 7). The disabled consumer's movement has been criticized for largely ignoring women 
with disabilities who are a subgroup with unique issues, just as the women's movement has often been 
condemned for being insensitive (Toews, 1985). As Pat Israel (1985) argues, "I just wish that women 
in the women's movement would recognize us as sisters and instead of putting barriers in front of us 
would open the doors and welcome us in" (p. 1 ). 
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Historically, in the 1970s, women with disabilities were included in the memberships in male 
dominated disabled persons' organizations but their involvement tended to be marginalized (Driedger, 
1991). As Driedger (1991) contends, "[w]omen with disabilities began to see that they were not going 
to be addressed by the greater disabled person's community" (p. 5). Concurrently, disabled women did 
not feel accepted in the women's movement. Driedger (1991) argues it did not really perceive them as 
"women" only as different and "disabled" (p. 5). Essentially, women with disabilities confronted by 
these barriers, chose to organize their own movement and thus, the DisAbled Women's Network 
(DAWN) was formed in June of 1985. DAWN Canada's goals were to: facilitate outreach to all women 
with disabilities, to provide education about issues and finally to be a spokesperson for women with 
disabilities in Canada (Israel & Odette, 1993). Since its creation, DAWN has been active in researching 
issues of concern to women with disabilities- especially, in the area of violence against women with 
disabilities. DAWN Canada was the first feminist disability organization to advocate and bring forward 
the issues impacting women with disabilities who are also confronted by violence in their lives (Israel & 
Odette, 1993). 
In recent years, DAWN has been actively working in conjunction with both the women' s 
movement and the disabled persons' movement. Thus, Canada' s largest feminist organization, the 
National Action Committee on the Status of Women (NAC) now organizes its conferences in accessible 
venues and provides advocacy to disabled women across Canada (Driedger, 1996). As Blackford, 
Cuthbertson, Odette and Ticoll (1993) assert, feminists with disabilities have been pushed too long to 
the edge of the women's movement. As Blackford et al. (1993) further contend, "[l]ike other feminists, 
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we insist that the personal is political" (p. 3). DAWN Canada also works with the Canadian Disability 
Rights Council (CDRC) to ensure that disabled women's rights are safeguarded under the Charter of 
Rights and Freedoms (Driedger, 1996). Israel & Odette (1993) argue new ideas and theories are 
surfacing which are starting to make the links between gender and disability. As Blackford et al. (1993) 
assert, "[ w ]omen with disabilities do not see themselves, nor do they want to be named as part of an 
anonymous, gender less group called 'the disabled.' We are persons and we are women" (p. 3). The 
social activism of women with disabilities confronts the women' s movement and the disability persons' 
movement to begin accepting alternative definitions of equality. As Israel and Odette (1993) assert, 
"[w]omen who have been traditionally 'marginalized' still need to be more welcomed by and more 
included within the women's movement" (p. 7). In essence, inclusion equates to more than making 
minor provisions and tokenism for women with disabilities (Israel & Odette, 1993). 
Driedger (1991) argues however, in both the women's movement and the disabled persons' 
movement, there is still advocacy and education needed in order to acknowledge disabled women's 
issues as important. It is interesting to note that less than two decades ago very few women with 
disabilities were writing about their herstory/experiences. Driedger (1991) argues that only by renaming 
the world according to their experiences and needs will women with disabilities begin to demand and 
fulfill positive changes in their lives. 
Feminist Perspectives of Sexual Abuse 
As a result of their powerless position within society, women with disabilities are often the 
victims of sexual abuse. Pornography continues to advance the unacceptable notion that abusing 
vulnerable women with disabilities is an approved sexual practice (D' Aubin, 1990). Ticoll ( 1992) 
provides an example from Hustler, a men's magazine, that, " ... once instructed its readers that 'mentally 
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retarded girls' were ideal subjects for sexual abuse as they would not be able to identify their attacker" 
(p. 25). Joan Meister, past chair ofDA WN Canada, perceives violence against women with disabilities 
as part of a vicious circle in which having a disability leads to sexual abuse, and the abuse results in 
increased disability (D' Aubin, 1990). Transken (1995, 2000) has documented how violence is a health 
issue and sexualized violence leads to many forms of illness/disability (e.g., gastrointestinal disorder, 
anorexia, bulemia, migraines, drug/alcohol abuses, etc.). D' Aubin (1990) argues the silence that has 
hidden the subject of sexual abuse against women with disabilities is now being ruptured by expressions 
of concern and anger. DisAbled women's organizations, such as Winnipeg's Consulting Committee on 
the Status of Women with Disabilities, are beginning to conduct research on the issue of violence against 
women with disabilities (D' Aubin, 1990). Other feminists with disabilities argue for broader involvement 
and help from the women's movement- to combat violence against women with disabilities. 
Violence is a disability issue just as it is perceived as a women's issue (Driedger & D 'Aubin, 
1991). As Driedger and D'Aubin (1991) assert, ifwomen's organizations are not actively helping 
women with disabilities, they are maintaining the powerlessness, isolation and invisibility which 
contributes significantly to the problem of violence. As one woman with a disability commented at a 
workshop, "[w]hile the Feminist movement has been instrumental in making sexual abuse a public and 
political issue, little has been said about the abuse of disabled women" (Canadian Mental Health 
Association, 1991). This is not to blame the Feminist movement for violence against women with 
disabilities but to lobby that they include women with disabilities and violence in their agenda. It has 
been argued that women with disabilities are often invisible in both the disability and women's 
movements (Chenoweth, 1993; Lloyd, 1992; Morris, 1991 as cited in Chenoweth, 1996). This 
phenomenon, has placed women with disabilities in a position of extreme marginalization and therefore, 
increased risk of and experience of abuse (Chenoweth, 1996). As Chenoweth (1996) argues, "[t]or 
many women living in a state of powerlessness and heightened vulnerability means that others make 
decisions for them and control much of their lives, including their sexuality" (p. 393). 
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Being a woman with a disability has been portrayed by many feminists as a "double jeopardy" 
(Hutchinson et al., 1992 as cited in Chenoweth, 1996), as "two strikes" (Hanna & Rogovsky, 1991 as 
cited in Chenoweth, 1996) and as exhibiting an additional "layer of oppression" (Boyle et al., 1988, as 
cited in Chenoweth, 1996). These metaphors speak to the oppression, discrimination and abuse of 
women with disabilities in society. Every woman is never simply a woman but can be identified across a 
spectrum of 'identity pegs' including: race, culture, class, sexual orientation and ability (Thompson, 
1994 as cited in Chenoweth, 1996). 
Thus, historically, in both structured and implicit ways, the experiences of women with 
disabilities and sexual abuse have not been voiced or heard (Chenoweth, 1996). Anecdotal evidence 
from the author's work experience and other researchers strongly indicate that not only have many 
women with a developmental disability been abused but there has in the past been little opportunity for 
them to voice what has happened or to get the counseling they need to deal with their experiences 
(Ticoll & Panitch, 1993). 
This phenomenon is beginning to change. Paltiel (1997) argues, DAWN Canada is contributing 
significantly to Canadian public policy and is increasing awareness of the experience of women with 
disabilities. Paltiel (1997) asserts that DAWN, " ... has served as an effective advocate and has given 
women with disabilities visibility, tools and confidence to address their needs and occupy a more 
equitable position in Canadian society" (p. 50). In addition, the Ministry is involved in a consultation 
process with former residents and family members of Woodlands institution following the release of 
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McCallum's (2001) report. The Ministry is also providing access to counseling and therapy for former 
residents and family members ofWoodlands. Finally, with the enactment of the Act and policy in 
February 2000, the issue of abuse is being further addressed. 
Responding to Women with Developmental Disabilities and Sexual Abuse 
Responding to women with developmental disabilities who have been abused is a challenge that 
requires working at a number of levels to ultimately achieve change. It involves breaking the silence that 
surround these experiences to create awareness and facilitate a change process (Chenoweth, 1996). As 
Chenoweth ( 1996) notes, the argument that women with disabilities must have a presence within the 
broader women's movement and the disability rights movement is still key to achieving change. As 
Munford (1995) argues, women with disabilities need to work together to create opportunities of 
inclusion in women's broader agendas as this is central to reducing violence against women with 
disabilities (Chenoweth, 1996, p. 408). In essence, feminism is an ideology that develops through 
women' s struggles against oppression and for equality (Lucas, Persad, Morton, Albuquerque, & El 
Yassir, 1991). Lucas et al. (1991) makes the argument that women's differences do not necessarily 
divide them but can build solidarity, and help them to take action against all forms of oppression they 
expenence as women. 
The factors outlined in this project which lead women with developmental disabilities to be 
vulnerable to sexual abuse suggest the need for systemic changes to reduce vulnerability to sexual abuse. 
If women with developmental disabilities were not poor, had employment/volunteer work, and 
educational options, a network of friends, lived in safe, affordable housing and had a positive self-
image, they would be much less vulnerable to abuse (Ticoll & Panitch, 1993). As Ticoll and Panitch 
(1993) contend, "[t]o state it rather simply, women with an intellectual disability will be less vulnerable 
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to abuse in environments which do not foster abuse" (p. 85). 
Central to social work with women with developmental disabilities who are sexually abused is 
the recognition that sexual abuse is a community problem (Ticoll & Panitch, 1993). The community 
includes: family, friends, self-advocates, police, doctors, nurses, psychologists, social workers, . 
therapists, support workers, etc. All people in the community play different roles and have different 
knowledge or skills which can play a pivotal role in helping prevent sexual abuse. We all have the 
responsibility to effectively address the needs of a woman with a developmental disability when it 
occurs. The importance of working in a coordinated/empathetic community team effort is paramount. 
This concept has now become a part of the Act, with the creation of Community Response Networks 
(seep. 39). Part 3 of the Act applies to adults with a developmental disability and this fairly recent 
legislation enables CLS adult social workers to assist police and provide support and assistance to adults 
with developmental disabilities who may have been abused. 
Background ofThe Adult Guardianship Act (Part 3): 
Support and Assistance to Abused & Neglected Adults 
In 1989, a massive community and government process occurred to identify issues affecting 
adults in contact with the adult guardianship system in British Columbia. This process has been 
described as a partnership among community-based advocacy organizations, professional associations, 
health, social, financial and legal services agencies and government ministries (Derkach & Leaney, 
2000). As a result of this partnership and dissatisfaction with the existing legislation, a formal Project to 
Review Adult Guardianship was initiated. The Project facilitated a massive consultation process which 
included over 4,000 people and gave 'birth' to a discussion paper entitled, How can we help? This 
document made recommendations based on five central principles: all adults have the right to autonomy 
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and self-determination; all adults are entitled to receive the most effective but the least restrictive and 
least stigmatizing form of assistance, support and protection when they are unable to act independently; 
all adults are entitled to the legal presumption that they are capable of making decisions; the use of the 
court or Guardians for adults is a last resort; and all protocols, and processes associated with providing 
support and assistance or protection shall be accessible to all adults (Joint Working Committee, 1992, 
p. 3-4). As a result of the Project's recommendations, in 1993, the B.C. legislature passed four statutes 
known as the Adult Guardianship Legislation. They are: the Representation Agreement Act, the Adult 
Guardianship Act, the Health Care Facility (Admission) Act and the Public Guardian and Trustee Act. 
This project is concerned with Part 3 of the Adult Guardianship Act: Support and Assistance for Abused 
and Neglected Adults (the Act) which came into force on February 28, 2000. As I am concerned with 
the issue of women with developmental disabilities and sexual abuse, the other legislation is deemed 
beyond the scope of this project. 
The rationale for the reform of legislation, procedures and systems affecting the support, 
assistance and protection of adults who find it difficult to care for themselves is largely centered around 
four key factors (Joint Working Committee, 1992). Firstly, changes in the provision of health care and 
residential services for people with developmental disabilities, mental illnesses, severe physical 
disabilities, or head injuries have resulted in de-institutionalization and community based care and 
treatment (Joint Working Committee, 1992; Gordon & Verdun-Jones, 1992). Secondly, there was a 
growing concern about the abuse, neglect, or self-neglect of the elderly, people with disabilities, or 
illnesses who live independently or with relatives or who resided in group homes (Joint Working 
Committee, 1992; Gordon & Verdun-Jones, 1992). Thirdly, the enactment of the Charter of Rights and 
Freedoms had enshrined the need to review and change legislation that affects the right to liberty or a 
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person's equality rights (Joint Working Committee, 1992~ Gordon & Verdun-Jones, 1992). Finally, 
there was increased criticism of existing legislation (e.g., Patient's Property Act) and systems affecting 
guardianship, specifically from advocacy organizations representing the interests of people with 
developmental disabilities and mental illnesses (Joint Working Committee, 1992~ Gordon & Verdun-
Jones, 1992). In particular, the Patient's Property Act has been widely criticized by self-advocates for 
not providing an adult with a committee any legal decision making control over their life (Munro, 1997). 
Even the language in the Act (e.g., patient) subscribes to a patronizing philosophy and removes the 
individual from decisions being made which affect his or her finances or health care (Munro, 1997). 
In essence, as lawyer Melinda Munro (1997) argues, the adult guardianship legislation needed to be 
modernized and humanized. It is important to. note that (Part 2) of the Act which was intended to 
replace the Patients Property Act as a legal means for making decisions for another person has yet to be 
proclaimed (Part 2 is about pro-active court ordered decision making)( Alison Leaney, representative of 
the Public Guardian and Trustee (PGT}, personal communication, February 12, 2003). In addition, as 
the Joint Working Committee (1992) contends, "[t]he new approach is a marked departure from the 
existing legislation and procedures which tend to reflect a Victorian philosophy of benign paternalistic 
intervention" (p. 3). These same concerns have resulted in similar reforms in other provinces across 
Canada including: Saskatchewan, Quebec, Alberta, Ontario and the Yukon. 
Prior to the enactment of Part 3 of the Act, protection of adults from abuse was problematic. In 
the past many agencies responded to adult abuse reports, including health, police and social agencies. 
The limitations of the previous system included: a lack of coordination and focus~ a lack of clarity 
regarding who must report or who had the authority to receive reports~ limited staff training and 
resources~ and a limited ability to act when the adult needed protection, due to having no legal authority 
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(Joint Working Committee, 1992). 
Features of the Act 
The new Act reflects the philosophy that capable adults have the right to choose to accept 
assistance or to live at risk (Joint Working Committee, 1992). As Munro (1997) contends, "[a]s we 
continue to accept different levels of mental capacity in the functioning mainstream, issues of support 
and protection will continue to arise" (p. 245). A key feature of the Act is that it purports to balance the 
right of the adult to self-determination with the provision of support and assistance and provides new 
tools for social workers to intervene when abused or neglected adults are found to be incapable and are 
not able to seek support and assistance on their own (Derkach & Leaney, 2000). As the Joint Working 
Committee (1992) stated, "[t]his is an extremely sensitive area where an adult's rights to receive 
support, assistance and protection and to refuse such intervention need to be balanced" (p. 4). 
This issue will be the main challenge social workers face in applying this legislation and policy to 
women with developmental disabilities and abuse. For example, a woman with a disability may be in an 
abusive relationship and choose to remain in that relationship. When a report is received by CLS that 
the woman is being abused and a social worker, after conductjng an investigation, determines that the 
woman is being abused, the social worker, according to the Act, must report the abuse to the police. 
"The Adult Guardianship Act says that if a person working for a designated agency has reason to believe 
that a criminal offence has been committed against an adult about whom a report of abuse or neglect is 
made, the designated agency must report the facts to the police (s. 50)"( Public Guardian and Trustee of 
British Columbia, 2001). Also, ifthe woman refuses supports, and her capacity is questioned, the Act 
outlines the social worker can ask that the Public Guardian and Trustee arrange for an assessment of 
incapability. If the woman is determined incapable, then the social worker can apply to the Court for 
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authority to implement a Support and Assistance Plan. What happens to the woman's self-determination 
and autonomy when these protective measures are taken? Also, it is important to note that there is no 
duty on the part of the public to report adult abuse in contrast to child abuse where everyone has a legal 
duty to report under the Children and Families Community Services Act. Under the Act, CLS is a 
designated agency to receive reports, however, no new resources have been provided (e.g., stafl) or 
funding allotted for expanded services. Comrriunity Living Services is a voluntary program area of the 
Ministry although, under the Act. there is a non-voluntary statutory responsibility to look into reports of 
abuse, neglect, and seif-neglect of adults with developmental disabilities. Overall, however, it would 
appear that the principles of the legislation: reflect a belief in the self-determination and capacity of 
adults with developmental disabilities, provide new tools to social workers in their work with women 
with developmental disabilities who have been sexually abused and acknowledge that abuse is a 
community problem through the creation of Community Response Networks (CRNs). 
Community Response Networks 
Another unique feature of the Act is the creation ofCRNs. The individuals and groups who 
lobbied for the creation of this Act had a vision of improved coordination and communication between 
government and community agencies to prevent people who were abused or neglected from falling 
through the cracks (Derkach & Leaney, 2000). "The new legislation provides a framework within 
which individuals, groups and organizations can take advantage of each other's skills, knowledge, and 
experience. They can support each other and involve the people they are serving, to the benefit of all" 
(Public Trustee ofBritish Columbia, 1998, p. 19). As a result, the Act allowed for the Public Trustee to 
support the development of community networks, the foundation of this approach, to facilitate this 
vision for enhanced coordination. These networks, in practice have been termed CRNs. A CRN can be 
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defined as " ... a network of individuals, groups and agencies who work together at the community level 
to promote a coordinated response to abuse, neglect and self-neglect" (Public Guardian and Trustee of 
British Columbia, 2001 , p. 10). Thus, the task of the CRNs is to facilitate an organized response to 
adult abuse and neglect. 
The role ofCRNs is diverse. A CRN brings together individuals and organizations to act as an 
umbrella network to coordinate support and assistance for adults experiencing abuse, neglect, or self-
neglect (Derkach & Leaney, 2000). CRNs are involved in the following activities," ... providing 
education, and advocacy, promoting communication and cooperation, developing community protocols, 
supporting designated agencies to carry out their individual responsibilities, working toward prevention, 
and keeping track of how the response is working" (Derkach & Leaney, 2000, p. 7). A designated 
agency can be defined as" ... a public body, organization or person designated by the Public Guardian 
and Trustee to respond to adult abuse, neglect and self-neglect"(i.e., health authorities for seniors and 
people with mental illnesses and CLS for people with developmental disabilities) (Public Guardian and 
Trustee ofBritish Columbia, 2001 , p. 8). In addition, a new function of the CRN is to facilitate the 
development of protocols among members (e.g., mental health, Council of Seniors, RC:MP, CLS, etc.) 
to ensure an adequate response to adult abuse and neglect (Public Guardian and Trustee ofBC, 2001). 
The functioning and activities of the CRN are fulfilled by: doing outreach to involve a broad cross-
section of the community, enhancing communication and networking and increasing trust (Public 
Guardian and Trustee ofBC, 2001). It is important to note, that the CRN's role is to focus on broad 
community issues (e.g., macro issues) as opposed to being involved with helping to resolve individual 
cases of abuse (e.g., micro issues). Due to the Freedom oflnformation Act and the confidentiality 
policies of designated agencies (i.e., CLS and Health Authorities), specific individual cases can not be 
shared with the CRN. Thus, the CRN is not a case management mechanism or a forum for case . 
conferencing. 
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CRN s are comprised of a variety of members which include: self-advocates, their families, 
friends and advocates. Community agencies such as: multi-cultural service groups, associations for 
community living, senior citizen groups, senior's peer counselors, women's centers, legal services, 
transition houses, mental health organizations, police, educators, etc. may also be members ofCRNs. In 
addition, representatives from support groups are an important voice; for example, advocacy groups, 
churches, volunteer groups, peer support groups, service clubs, self-help groups, educators etc. 
(Derkach & Leaney, 2000). Also, government ministries, and agencies and services including: CLS, 
Health Authorities (e.g. , Northern Health Authority), mental health, Ministry ofHuman Resources, 
police, victim's services, hospitals and care facilities have an important role in the CRNs. As the Public 
Guardian and Trustee ofBC (2001) reported, "[e]ach community is unique with its own mix of 
personalities, expertise, organization and relationships. CRNs will develop from these unique features" 
(p. 18). 
The Prince George CRN is no exception to this rule. Membership in the network includes a 
wide cross-section of individuals, community agencies and government ministries (e.g. , CLS, Northern 
Health Authority, hospital, Ministry of Human Resources, College ofNew Caledonia, Alzheimer's 
Society, First Nations health agency, Rainbow Lodge, Choices, Prince George Senior's Council, UNBC, 
etc.). Recent activities of the Prince George CRN have included the development of a pamphlet 
designed to educate the community about abuse, the Act, and prevention. Also, a web site (i.e., 
stopadultabuse.com) has been developed to educate people about adult abuse and who to contact in our 
community for help. In addition, a workshop was held in Prince George on May 7, 2002 entitled, 
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"Working with the Justice System." Finally, local protocols have also been developed between the 
designated agencies and the Prince George CRN and the Prince George RCMP. In addition, as of 
February 2003, the Prince George CRN has the following initiatives underway: a media campaign, 
community roundtables and participation in the BC Psycho-Geriatric Association Conference at UNBC 
in June 2003 . There are currently over 65 communities who have created or are in the process of 
developing CRNs throughout the province of British Columbia (Derkach & Leaney, 2000). As CLS is 
the designated agency under the Act for people with developmental disabilities and a member of the 
CRN, I would now like to turn to the services and principles of CLS. 
Community Living Services 
Community Living Services (CLS) provides a constellation of services to assist individuals with 
developmental disabilities to live as fully and independently as possible in the community. CLS is a 
voluntary section ofthe Ministry of Children and Family Development. CLS was created in the 1980's as 
a result of de-institutionalization, the expansion of support services to people with developmental 
disabilities being provided in the community and the need for a unique and voluntary service stream 
designed to meet the needs of children and adults with developmental disabilities. For example, from 
January 1988 to March 1996, three hundred and thirty-three individuals moved from Glendale back to 
the community (Ministry of Social Services, 1996). CLS offices are located in most large communities 
(e.g., Prince George, Vanderhoof, Burns Lake, etc.) and within commuting distance of smaller 
communities (e.g., Fraser Lake, Fort St. James, etc.). Services for adults (i.e., individuals 19 years and 
over) with developmental disabilities strive to meet the following objectives: to assist people to live as 
independently as possible in the community; to involve the community in planning and service delivery; 
to enhance public support for community integration of people with developmental disabilities; to 
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facilitate family involvement in planning for people with developmental disabilities; to coordinate service 
contracts; to build cooperative relationships between the Ministry and service providers; and to continue 
developing circles of supports for people with developmental disabilities in the community (Ministry for 
Children and Families, 1997a). 
All services provided to adults by CLS social workers are guided by a set of service principles. 
The principles, which are not in ranked order and are of equal value in working with people with 
developmental disabilities, include: respect for the individual; self-determination (individuals have the 
right to control their own lives and take responsibility for their actions); individualized service planning; 
family involvement; maximizing independence and growth; maximizing environmental choices; 
community inclusion (services will support the integration of people with developmental disabilities into 
the day-to-day life of the community); quality of life; regular community services; community 
partnerships; and conflict resolution (services will operate in an open manner to encourage 
communication and joint problem solving between individuals, their families, community living staff and 
service providers) (Ministry for Children and Families, 1997a). 
Services are provided to adults who meet the eligibility criteria for a person with a 
developmental disability. Adults with developmental disabilities have the same human and legal rights as 
all other adults. CLS social workers encourage adults to be self-advocates whenever possible. Adults 
with developmental disabilities require varying degrees of service and support from CLS. Services can 
range from assisting a person who lives independently with life skills (e.g., shopping, house cleaning, 
budgeting, etc.) to providing a person with residential services and comprehensive personal care and 
support with 24 hour staffing. CLS social workers utilize a Personal Service Planning (PSP) tool to 
assist the individual and his/her family, advocates, service providers and professionals in the 
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community (e.g., nurse, occupational therapist, physiotherapist, therapist) to meet the individual's 
service requirements. The PSP is based on a strengths model of social work practice and covers 5 main 
domains - home, health, social networks, community involvement, and education/employment. The PSP 
allows the person and her/his team to identify her/his strengths, needs and goals. PSPs are reviewed on 
a yearly basis or more frequently if there are significant changes in the person's life (e.g., a move to a 
residential resource). The CLS office contracts with non-profit and private agencies in the community 
for the supports the individual needs. Services may also be obtained through other ministries (i.e., 
Ministry ofHealth, Brain Injured Program, Ministry ofHuman Resources, Disability Benefits, etc.). 
Thus, families, friends, advocates, and service agencies form a system of support around the individual 
with a developmental disability (Ministry for Children and Families, 1997a). 
Services provided by Community Living focus on empowering individuals and supporting 
maximum independence and growth (Ministry for Children and Families, 1997b). A person's needs and 
strengths are matched to available resources through the intake and later the PSP planning process. 
Community residential services range from 24 hour staffed group homes to semi-independent living 
services. Respite services in staffed and family homes provide short-term care (e.g., one weekend a 
month) to individuals with developmental disabilities. Self help skills programs provide training in 
personal and social skills to assist adults to be active in their community and to live independently and 
successfully (Ministry for Children and Families, 1997b). Self help skills may include training in personal 
care, public transportation, budgeting, cooking, shopping, community access, and relationship, 
socialization skill training. Supported work programs assist individuals with developmental disabilities 
to participate in job placements, training programs (e.g., 6 week kitchen worker training program) and 
to find permanent employment. Supported work provides work placements and provides on-site job 
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training, supervision and support in a variety of settings. Individuals with developmental disabilities are 
employed in a variety of places (e.g., Canadian Tire, Famous Player Cinema, Superstore, etc.). Home 
support programs provide direct homemaking, household management, or training in these skill areas, to 
assist adults with developmental disabilities maintain their independence in the community while meeting 
their health and safety needs (Ministry for Children and Families, 1997b). Mental health support teams 
are provided through regional health authorities, to assist individuals with developmental disabilities who 
have a concurrent psychiatric diagnosis or who are experiencing mental health, behavioral issues and 
require the services of a psychiatrist, psychiatric nurse, and/or therapist. Also, the Ministry of Health 
through health authorities, provides specialized health services for adults with developmental disabilities 
who are supported by CLS. Health services for community living include nursing, rehabilitation therapy, 
dental care and nutrition. In addition, the Ministry of Human Resources manages the Person with 
Disabilities Benefit, an income support program for people with developmental disabilities which 
provides monthly financial assistance to eligible applicants. Individuals with developmental disabilities 
receiving the maximum disability benefits receive $786.42 a month (i.e., up to $325.00 for shelter and 
$461.42 for support). 
Services provided by CLS are monitored in a variety of ways to ensure the health and safety of 
adults with developmental disabilities receiving CLS (Ministry for Children and Families, 1997a). CLS 
resource social workers monitor contracted services to ensure the service provider is meeting the 
outcomes and deliverables of the contract. An individual' s services are monitored through the PSP 
process. As well, service providers typically develop an agency monitoring system. Through the 
Community Care Facility Act and the Adult Care Regulations, the Ministry of Health determines health 
and safety standards for licensed residential care homes (i.e., homes for more than two adults). The 
power for monitoring the standards for licenced homes resides with the medical health oflicers and 
delegated licensing officers in the local health authorities. 
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In sum, individuals, families, friends, neighbors, advocates, and the community all play a role in 
monitoring the standards of care provided. In addition, there is a complaints process within the Ministry 
of Children and Family Development. A person receiving services from CLS who disagrees with a 
Ministry decision or action concerning them can typically meet with the local office to discuss the 
concern. However, if the person remains dissatisfied, the Ministry has a complaints manager in every 
region who will investigate the complaint. In addition, CLS has another safeguard for individuals and 
their families the Advocate for Service Quality. The Advocate ensures that adults with developmental 
disabilities are well served by the programs and services through CLS and other government ministries 
(e.g., Ministry of Health, Ministry of Human Resources, etc.). Adults with developmental disabilities, 
their families, advocates, service providers and Ministry staff can contact the Advocate's office in 
Vancouver (Ministry for Children and Families, 1997a). The Advocate, Jane Holland, is appointed by 
the Minister of Children and Family Development. In sum, I would argue that CLS is very successful at 
implementing the service principles and providing voluntary support services to adults with 
developmental disabilities. However, CLS services are subject to budget limitations and this can impact 
on the level and types of supports individuals receive. Finally, CLS is slated to be moving to a 
community living governance model (i.e., outside ofMCFD). The details of this move and the services 
to be provided are yet to be finalized and are thus deemed beyond the scope of this project. 
This concludes the review of the literature with respect to women with developmental disabilities 
and sexual abuse as well as literature pertaining to the development of the Act and policy. I would now 
like to tum to a description of the modified case study approach. 
CHAPTER FOUR 
Approach 
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"Anchored in real-life situations, the case study results in a rich and holistic account of a phenomenon. 
It often offers insights and illuminates meanings that expand it's reader's experiences" (Merriam, 1988, 
p. 32). 
Introduction 
The current project examines the issue of women with developmental disabilities and sexual 
abuse and analyzes the MCFD (Draft) Practice Guidelines for Part 3 of the Adult Guardianship Act: 
Support and Assistance to Abused and Neglected Adults (version 2) (policy). This study utilizes a 
social model of disability as a framework for analysis. This project can be described as a case study, but 
constitutes what Hemingway (2000) has termed, a modified case study as outlined in the UNBC Social 
Work Program Handbook (Tang, 2000). As Tang (2000) states, "[i]n most instances, this case will be 
one with which the students are familiar through their professional experience in the field practica or 
through previous employment" (p. 14). In a modified case study, a case may constitute a policy 
response to a new development or a change in policy. Thus the case in this study is the policy. Prior to 
examining the application of this modified case study approach, a description of the traditional case 
study is outlined along with a rationale as to why a case study approach fits with the current project. 
Traditional Case Study 
There exist many and varied definitions of case study research. Reinharz (1992) broadly defines 
'case study' as research that focuses on a single case or single issue. Creswell (1998) adds to this 
definition by stating "a case study is an exploration of a 'bounded system' or a case (or multiple cases) 
over time through detailed, in-depth data collection involving multiple sour~es of information rich in 
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context" (p. 61). Yin (1994) argues, case studies are the strategy to use when examining a contemporary 
phenomenon (e.g., the Act) within some real-life context (e.g., a woman with a developmental disability 
who has been sexually abused). As Yin (1994) asserts, "[t]he distinctive need for case studies arises out 
of the desire to understand complex social phenomenon" (p. 3). Moon and Trepper (1996) contend that 
most researchers acknowledge that the two central elements of case study methodology are (1) in-depth 
study of (2) a single case or small number of selected cases. The cases researched can be· clearly defined 
bounded systems such as an individual or loosely bounded systems, such as events. Moon and Trepper 
(1996) outline that case study research can be conducted utilizing quantitative, qualitative or mixed 
methods of data collection. Merriam (1988) however, asserts that most case study research tends to be 
qualitative where the goal is to describe and explain rather than to predict or identify cause and effect as 
is the case with quantitative research. One of the strengths of case study research is the wide range of 
methods and approaches of data collection (e.g., documents, artifacts, interviews, surveys, literary 
analysis, archival research, observations and reflections) (Merriam, 1988; Reinharz, 1992; Yin, 1994; · 
Moon & Trepper, 1996; Creswell, 1998). In addition, to including a wide variety of methods, case 
study research allows for the exploration of the subject/phenomenon through a variety of filters and 
from a variety of philosophical perspectives (Reinharz, 1992). Case study research has been criticized 
for not being conducive to theory testing (Reinharz, 1992). Case studies have, however, also been 
commended for their informative description and generation of theory (Reinharz, 1992). 
Essentially, four tests are often used to establish the quality of any social science research-
including case study research (Merriam, 1988). The first test is construct validity. This term refers to 
the researcher establishing the correct operational measures for the concepts being researched. The 
second test is for internal validity, that is, the extent to which findings are congruent with reality. The 
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third test is for external validity. This test establishes the extent to which the findings can be generalized 
beyond the case. The fourth test is for reliability, that is the extent to which the data collection method 
can be repeated with the same results (consistency) (Lincoln & Guba, 1985; Merriam, 1988; Yin, 1994). 
To increase the internal validity of the case study research, Merriam (1988) advocates triangulation 
(using multiple. sources of data collection), participant review of data, observation, peer examination, 
participatory research and acknowledging the researcher's own standpoint and theoretical orientation at 
the beginning of the study. Three techniques outlined by Merriam (1988) to increase external validity 
include: providing a rich, detailed description of the research, establishing the typical case, and 
conducting a cross-case analysis. Finally, three techniques to increase reliability include: the researcher 
explaining their logic and theoretical assumptions for choosing the study, triangulation, and describing in 
detail how data was obtained (audit trail) that another researcher could utilize to replicate the work 
(Merriam, 1988). 
Overall, the field of social work values case study research as a method of understanding, 
informing and enhancing practice (Merriam, 1988). Feminists conduct case study research to explore 
new issues (e.g., the Act, and policy) by sharing a single case, .and to essentially challenge the status quo 
(Reinharz, 1992). It is also important to note, feminist researchers have played a role in highlighting 
case studies of marginalized women's lives, organizations and activities (e.g., women with 
developmental disabilities) (Reinharz, 1992). Thus, the general framework of a case study research 
method appears to be appropriate for the current project. 
A Modified Case Study Approach 
The modified case study approach enables a student to critically reflect and analyze a case based 
n their work experience (Tang, 2000). Tang (2000) prescribes that the case will generally be an 
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individual, group, process or policy. This approach varies from the traditional case study research which 
consists of structured in-depth data collection such as interviews with a research participant. 
Hemingway (2000) outlines data sources in a modified case study are typically based on the researcher's 
direct experience and include: personal observations, reflections, recollections and records. Next, data is 
analyzed within a review of the literature and then filtered through the researcher's theoretical 
framework (i.e., a social model of disability) (Hemingway, 2000). 
In this report, the case examined and the unit of analysis is the policy. The project is grounded in 
a review of the literatUre relating to women with developmental disabilities and the adult guardianship 
legislation, both from a historical and contemporary perspective. The modified case study approach 
enabled me to critically reflect on my direct experience working as a social worker with women with 
developmental disabilities who have been sexually abused and to analyze the new policy that has 
emerged as a result of the Act. I have chosen the social model of disability as "my lens" through which 
to filter my analysis of this case. I believe insights gained from case study research into social work 
practice can have a direct, positive impact on policy, practice and further research (Merriam, 1988). As 
Merriam (1988) argues, a case study approach is often the ideal methodology for exploring problems 
in which knowledge is sought to improve practice. In addition, in order to increase the internal validity 
of my project I have utilized a range of information sources. These include a comprehensive literature 
review, reflection on my own work experience as well as personal communications with the following 
andividuals: a peer self-advocate advisor, and a representative from the Public Guardian and Trustee's 
office. Furthermore, I believe that the involvement of my committee in my project has added to the 
walidity of my report (academic scrutiny). To increase the construct validity all terms utilized in my 
project (e.g., developmental disability, sexual abuse, etc.) were defined and ~he theoretical lens, the 
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social model of disability was outlined. In terms of reliability, my standpoint was described and 
information was obtained from a variety of sources. In addition, the policy and themes analyzed were 
delineated. Finally, as I conducted a modified case study and the Act and policy are relatively new there 
are limitations to the generalizability (external validity) of my project. Thus, my analysis may not reflect 
the experiences of other social work professionals or self-advocates. I believe, however, that my project 
has academic utility and contributes in a valuable way to the literature on adult guardianship. As I 
included personal communications in my analysis, I would like to discuss the ethical considerations I 
undertook while carrying out this project. 
Ethical Considerations 
My project adheres to the British Columbia Association of Social Workers Code of Ethics 
(1999) and to the MCFD, CLS adult section policy regarding confidentiality. As I carried out personal 
communications with a self-advocate peer advisor, and a representative from the Public Guardian and 
Trustee's office, I obtained approval from the UNBC Research Ethics Board. In addition, the people I 
spoke with received an information sheet that outlined the nature and scope of the research project and 
were asked to sign a consent form. allowing me to include their names and our discussion in my project 
(see appendix 1). Specifically, the two individuals were encouraged to read the information sheet and 
consent form in advance of our discussion. Also, both individuals were provided with a typed list of 
questions. As Neuman (1997) asserts, informed consent is a central ethical principle of social research. 
In conducting my project, I took extra care that the self-advocate peer advisor understood that her 
participation was voluntary and that she had completed an informed consent sheet. I verbally described 
the project and reviewed the information sheet and informed consent sheet with the self-advocate 
clarifying any questions and confirming understanding by asking key questions to the participant. The 
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self-advocate was invited to have a support person present during our discussion but this was declined. 
My role as a student and the fact I was interviewing her in her role as a peer advisor were explained in 
the presence ofher supervisor. In essence, informed consent translates to, "[p]articipants need to know 
what they are being asked to participate in so they can make an informed decision" (Neuman, 1997, p. 
450). In addi~ion, I ensured that permission to participate in this project was granted by her employer. 
The Act has an overall presumption that all adults are capable. Section 3(1) of the Act states, 
"[u]ntil the contrary is demonstrated, every adult is presumed to be capable of making decisions about 
personal care, health care, legal matters or about the adult's financial affairs, business or assets." In 
addition, the two individuals with whom I had personal communications were advised in the informed 
consent sheet and verbally that they could withdraw their participation from the project or take out parts 
of what they had said to me at any time. A copy of comments attributed to them were provided to each 
person prior to publication to ensure the accuracy of the information I outlined in the project. Also, my 
informed consent contract was in relatively plain language. In addition, I have been informed by the 
work of Smith (1999) in that, as a writer, I need to be clear about my intentions, have thought about the 
larger picture, and have a critical analysis of my own process~s. As a feminist, I believe it is important 
to include a female self-advocate in my project to help me ground my work in the lived experience of 
women with developmental disabilities. In addition, although I am in a sense an "insider" (e.g., someone 
who works within the system) in my project, I believe I need to be as ethical and respectful and an 
"outsider'' researcher (Smith, 1999). Further, as an "outsider" in that I am a woman without a disability, 
I owe a debt and acknowledge a great' respect for my research mentors (women with disabilities) who 
are "insiders." 
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CHAPTER FIVE 
Case Presentation: Adult Guardianship Act ·MCFD Policy 
Overview 
To help ground the policy in the lived experiences of women with disabilities, the following describes 
one self-advocate's story of sexual abuse, 
[h ]e called me into my room and said he wanted to talk to me. He started kissing me and 
pushing me down on the bed. I tried to make him stop but he wouldn't listen. He held me down. 
I don't think that's fair .. . when you say "no" to someone and they do it anyway. That just isn't 
fair (Brown &.Mirenda, 1997, p. 9). 
Legislation 
The Adult Guardianship Act (Part 3) Support and Assistance to Abused and Neglected Adults 
(the Act) creates the legal framework for the protection of those adults as defined under the Act from 
abuse, neglect, and self-neglect. The legislation is relatively new and came into force February 28, 2000. 
Under the Act, the MCFD, CLS is a "designated agency'' ·and thus, has statutory responsibilities for 
responding to reports of abuse, neglect and self-neglect of adults with developmental disabilities. The 
objective of the Act is to implement support and assistance to adults who are abused, neglected or self-
neglected and who are unable to seek support and assistance because of: a physical restraint, a physical 
handicap, and/or an illness, disease, injury or other condition (e.g., developmental disability) that affects 
their ability to make decisions about the abuse or neglect. 
Recently, a report was released (July 26, 2002) by former BC Ombudsman Dulcie McCallum 
(2001) regarding the horrific physical and sexual abuse at Woodlands Institution in New Westminister. 
cCallum (2001) reported, "[t]he sexual abuse included assault, intercourse and in the result, injuries 
and in a few cases, a pregnancy" (p. 18). Although the report does not provide the specific number of 
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physical and sexual abuse incidents, a parent and social worker Mildred de Haan was reported in the 
Vancouver Sun (July 27, 2002) as saying, "[w]e knew of that abuse. We were powerless to do anything 
about it" (Boei, 2002, p. A2). This Act and policy address abuse and provide a formal process for social 
workers to follow to help the individual to resolve it. A former staff member ofWoodlands in the 1970s 
in the same article was cited as saying, "[w]e didn't see these people as our equals. They were less than 
us. And you see, that's where all abuse starts" (Boei, 2002, p. A2). In other words, negative societal 
attitudes play a major role in why abuse occurs. 
The Act and policy outline the rights of adults to live free from abuse and help to address 
negative societal attitudes towards people with disabilities. Although the Act also applies to other 
vulnerable adults (e.g., people with mental illnesses), I will not be discussing or analyzing the other 
individuals to whom this legislation applies as it is deemed beyond the scope of this project. The (Draft) 
Practice Guidelines for (Part 3) of the Adult Guardianship Act: Support and Assistance to Abused and 
Neglected Adults (version 2) (policy) constitutes the policy that was developed to guide British 
Columbia's CLS social workers as a result of the new statutory responsibilities arising from the Act. 
The policy also delineates the role of the Community Response Network (previously discussed) and that 
each CRN should have an identified CLS representative. This policy is the case I will be presenting and 
in the next chapter analyzing (see appendix 2). 
Principles 
The Act and policy are guided by a set of principles. Adults have the right to self-determination. 
All adults who are unable to care for themselves should receive the most helpful but least intrusive form 
of support and assistance. Alternatives, such as provisions of support and assistance need to be tried or 
carefully explained to the individual before the Court should be asked to intervene. Every adult is 
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presumed capable. An adult's method of communicating (e.g., pictorial symbols, sign language, etc.) 
does not determine whether he or she is unable to make decisions about his or her life. The above noted 
principles guide social workers in their response to adult guardianship reports. 
Capacity 
The Act assumes that all adults have the capacity to make decisions affecting their lives. Section 
3(1) states, "[u]ntil the contrary is demonstrated, every adult is presumed to be capable of making 
decisions about personal care, health care, legal matters, or about the adult's financial affairs, business or 
assets." In responding to reports of abuse or neglect under this policy, the CLS social worker must 
determine whether the adult: has a committee or guardian (someone who is legally entitled to make 
decisions on the person's behalf), and whether they are capable of making decisions regarding the 
acceptance or rejection of assistance. If the social worker makes an initial assessment that the adult is 
not capable, a referral can be make to the Office of the Public Guardian and Trustee to conduct an 
'assessment of incapability.' It is important to note that this assessment is based on the beliefthat the 
developmental disability does not in and of itself make a person incapable. 
The goal of the assessment of incapability is to ascertain whether the adult has the capability to 
decide not to accept a Support and Assistance Plan (SAP). A SAP can be defined as" ... a formal plan 
specifying the type of support and assistance that is to be provided to the adult if an inquiry reveals that 
an adult has been abused, neglected or self-neglected and appears incapable of making decisions about 
he services offered" (Public Trustee ofBC January, 2000, p. 14). Assessors base decisions of 
ncapability on whether the adult comprehends the services proposed in the SAP, the objectives of the 
ervices that are being offered to the adult, and the consequences to the adult of not accessing services. 
he Office of the Public Guardian and Trustee arranges for two assessors to determine incapability. One 
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assessor is usually from a medical background (e.g., doctor) and the other professional is from a 
psycho/social background (e.g., UBC social work professor/practitioner) (Alison Leaney, PGT, personal 
communication, February 12, 2003). The policy dictates that, in order to make a referral for an 
incapability assessment, all of the following must be found or believed to be true: the adult is abused, 
neglected or self-neglected and refuses the support and assistance offered and the adult appears unable 
to comprehend the consequences of the abuse/neglect/self-neglect continuing. In making this 
assessment, the social worker must exhaust all possible areas of support and assistance to help the adult . 
to understand the situation and the support being offered (e.g., using family, advocates, professional 
supports, etc.). Thus, only as a last resort will an application for an incapability assessment be applied 
for through the Public Guardian and Trustee. . 
Reporting Guidelines 
The Act establishes new responsibilities for CLS to receive reports of abuse, neglect and self-
neglect against adults with developmental disabilities. The Act, however does not change current 
contract requirements of service providers to report abuse to CLS and to report abuse under the 
Community Care Facilities Licensing Act (the legislation which applies to licensed resources). The Act, 
via regulation, designates agencies to receive and investigate reports. Section 46( 1) states, "[a ]nyone 
who has information indicating that an adult: a) is abused or neglected, and b) is unable to stop the 
abuse or neglect for any of the reasons mentioned in section 44, (e.g., a developmental disability) may 
eport the circumstances to a designated agency." As the policy states, "[t]his includes situations in 
iWhich the CLS worker becomes aware of possible abuse or neglect even if an actual "report" has not 
been made" (p. 6). Currently, CLS is the designated agency for adults with developmental disabilities 
and the regional health authorities (e.g., Northern Health Authority) are the designated agencies for all 
other adults defined in the Act (e.g., persons with a mental illness, persons with physical disabilities, 
etc.). 
Determining the Need for Support and Assistance 
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The policy outlines that CLS has a non-voluntary statutory responsibility to look into a report 
that an adult with a developmental disability may be abused, neglected or self-neglected (i.e., section 
47(1) ofthe Act). Where support and assistance are not deemed necessary, policy outlines that CLS 
will take no further action (i.e., adult not abused, neglected, self-neglecting or adult capable of refusing 
support and assistance). Where, however, support and assistance are needed, CLS may proceed under 
the provisions of the Act and policy. The Act states, "[i]fthe designated agency determines that the 
adult needs support and assistance, the designated agency may do one or more of the following: a) refer 
the adult to available health care, social, legal, accommodation or other services; b) assist the adult in 
obtaining those services; c) inform the Public Trustee, d) investigate to determine if the adult is abused 
or neglected and is unable, for any of the reasons mentioned in section 44, to stop the abuse or neglect." 
Thus, the intent of the policy is to assist the individual through a variety of methods depending on the 
individual's circumstances, the adult's wishes and in light of the guiding principles of this legislation. 
Responding to Reports of Abuse. Neglect and Self-Neglect 
Initial Inquiry 
CLS is a designated agency to respond to reports that an adult who has or is believed to have a 
developmental disability is being abused, neglected, or self-neglected. Policy states that during the 
intake process, the social worker must determine the appropriateness of CLS acting as the designated 
agency, The social worker must assess if the individual is a person with a developmental disability and 
that the concern reported falls into one of the three adult guardianship categories (i.e., abuse, neglect, 
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self-neglect) as defined in the Act. Policy dictates that where the report is deemed appropriate the social 
worker has a responsibility to conduct an initial inquiry into the report in a timely manner and to 
determine whether the adult requires support and assistance as per section 47(1) of the Act. The policy 
outlines the following guidelines that apply during this initial inquiry: determine whether the adult has a 
representation agreement or committee, utilize the principles of the Act to guide action, meet face-to-
face with the adult alone, determine what the adult wants and who could help (e.g., advocate), and if 
possible obtain the adult' s permission to take further action and speak to members of his or her personal 
support network. The policy outlines that CLS will not take any further action if the adult does not 
need support and assistance at this time. In essence, present practice to look into a situation and identify 
supports in conjunction with a person' s planning team (e.g., family professional supports, community 
agencies) remain unchanged. 
Assessing Risk ofHarm 
In assessing the urgency of an adult guardianship issue, the policy outlines a central step -
determining the risk of harm. A number of variables will impact this assessment. These may include: 
injuries to the adult; a pattern or escalation of abusive behavior; reports of witnessed violence against 
the adult; hostile caregiver; existing supports that may decrease the risk for the adult; and what type of 
planning/intervention (e.g., emergency intervention) is required in consideration ofthe above factors. 
The worker would want to ascertain who the adult could go to for help or if there was someone who 
could check on the adult regularly and help them to leave if required. Potential risk could range from no 
"sk (i.e., the environment is safe- requiring no intervention) to high risk (i.e., the adult is likely to suffer 
a serious injury or die should they remain in the current environment). 
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Receiving the Report 
The policy outlines that an individual making a report of abuse, neglect, or self neglect is not 
required by law to identifY themselves. Policy prescribes that the social worker should advise the 
reporter that the call will he acted on regardless of whether or not they identity who they are but that 
they should let the reporter know that it is beneficial to have as much information as possible about their 
relationship to the adult and how they became aware of the adult guardianship concern. If the reporter 
does provide their name "they should be advised that their identity will be kept confidential" (p. 10). As. 
section 46(2) of the Act states, "a person must not disclose or be compelled to disclose the identity of a 
person who makes a report under this section." The policy outlines that, after the social worker has 
recorded the information, the social worker should advise the reporter whether it is appropriate for the 
designated agency to respond to the report and how the caller can receive information about the 
outcome. 
Confidentiality 
The policy advises that CLS may, in order to fulfill its statutory responsibility to look into a adult 
guardianship report, require any person to reveal information or produce documents/records or items 
relevant to the investigation as per section 62 (1) and (2) ofthe Act. Thus, CLS social workers have 
tremendous authority to access documents as part of their adult guardianship investigation but can share 
information only to the extent required in order to effect the particular support being requested by the 
agency /person. 
Screening 
The policy outlines, referrals will be reviewed by the social worker to determine if the 
information provided meets the definition of a report of abuse, neglect or self-neglect as defined in the 
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Act and if CLS is the most appropriate designated agency to receive the report. Where the report 
cannot be defined as constituting abuse, neglect, or self-neglect (e.g., a concern about nutritional choices 
an adult is making) under the Act, the reporter will be advised and be given an explanation for why the 
report does not fall under the adult guardianship criteria. In these circumstances, the social worker may 
also make other referrals to assist the individual or family as needed (e.g., nutritionist, mental health 
serVices, transition house services, police, etc.). Policy dictates where the report is not appropriate for 
CLS to intervene as the designated agency, the person reporting will be provided with the reasons why 
this is the case. The caller's information will be recorded and sent to the appropriate designated agency. 
CLS acts as the designated agency where: the adult is already receiving services from CLS, the 
psychological assessment confirms that the adult meets the eligibility criteria, and where the individual or 
agency making the report and the social worker mutually agree that the individual is most likely a person 
with a developmental disability. Where there is a disagreement with respect to eligibility and the reporter 
is not satisfied with the explanation provided, they can be referred to the MCFD complaints process. 
Registering Reports 
Policy outlines that adult guardianship reports are to be recorded electronically as well as in 
document format as critical incidents for existing clients and as intakes for new clients with an adult 
guardianship code (i.e., abuse, neglect or self-neglect) entered on the system under the request for 
services screen. Thus, calls can be tracked provincially on the MCFD CLS computer system. 
Unable to Locate the Adult 
The policy dictates social work staff must try to find an adult who is reported to be abused, 
neglected or self-neglected. If the initial assessment by the social worker is that the adult is in fact in 
need of support and assistance to resolve serious health and safety concerns, the following steps should 
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be followed. These include: contacting the individual who made the report, if able, amassing further 
information, contacting individuals who are a part of the adult's support team who may be able to 
provide information as to where the adult is located, advising the police if appropriate, recording actions 
taken to locate the individual and notifying the Team Leader (supervisor). In sum, the file should 
contain the details of the report, the steps taken to find the adult and the proposed plan for trying to 
locate the adult. 
Reports ofFinancial Abuse 
As most adults with developmental disabilities live on Disability Benefits (i.e., they have only 
survival resources available to them), financial abuse is not as common a report as it might be, for 
example with elderly individuals. There are, however, clearly instances where an individual with a 
developmental disability is being taken advantage of financially. The policy outlines how CLS may 
respond to such calls of an adult experiencing financial abuse. However, the Public Guardian and 
Trustee may be contacted to intervene as they possess powers to investigate and to provide emergency 
intervention if needed (e.g., freezing a bank account temporarily). In addition, policy dictates, where a 
report of financial abuse is received by CLS and substantiated or expected to be substantiated and 
cannot be resolved, the Public Guardian and Trustee may intervene, provide assistance to the CLS social 
worker or consult as needed. 
Responsibility to Conduct a Further Inguity 
If the report findings appear to constitute abuse, neglect, or self-neglect and CLS is the 
appropriate agency, policy delineates that the following steps need to be taken as part of an assessment: 
assess if the adult needs support and is not able to get the support independently; determine the urgent 
ature of the situation; provide support and assistance and/or; conduct a more intensive investigation 
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where it is assessed that the adult refuses support and assistance; and the adult's capacity to comprehend 
the services being offered is in question and where additional information is needed. Section (2) of the 
Act outlines the designated agency' s powers to investigate and to obtain information about the report. 
As per section (2) of the Act, the designated agency may (a) "interview the adult's spouse, the adult's 
near relatives, the adult's friends or anyone else who may assist in the investigation, and (b) obtain any 
information that the circumstances require, including a report from (c) a health care provider who has 
examined the adult, (d) any agency that provides or has provided health or social services to the adult, 
and (e) any person that manages the adult's financial affairs, business or assets." As the policy states, 
"[t]he worker may contact collaterals, witnesses and any alleged perpetrators without explicit permission 
but efforts should be made to obtain the adult's permission where possible" (p. 16). Thus, CLS has a 
tremendous amount of power to investigate adult guardianship reports. 
The policy dictates that for social workers to proceed with a more involved investigation there 
must be substantial risk or probability of risk and also that the adult appears incapable and is refusing. 
help. Policy outlines as part of the investigative process that the social worker may assess: an adult's 
living arrangement, medical health, mental health, medications, finances, family support, social 
functioning, education, recreation and personal support network, etc. Assessment and investigation may 
include the following tasks: interviewing the client privately, reviewing assessments, medical 
information, assessing risk of harm, determining what intervention and services are appropriate and 
interviewing collaterals and witnesses. It is important to note that interviews with adults need to be co-
ordinated with law enforcement medical and mental health professionals, when required. 
Emergency Intervention 
A unique feature of the policy is the power granted to CLS social workers to provide emergency 
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intervention without the adult's consent. Section 59 (1) ofthe Act outlines what constitutes an 
emergency and under what conditions social workers can provide emergency intervention. This section 
states, "a person from a designated agency may do anything referred to in subsection (2) without the 
adult's agreement if(a) the adult is apparently abused or neglected, (b) it is necessary, in the opinion of 
the person from the designated agency, to act without delay in order to (i) preserve the adult's life, (ii) 
prevent serious physical or mental harm to the adult, or (iii) protect the adult's assets from significant 
damage or loss, and (c) the adult is apparently incapable of giving or refusing consent." Section 59(2) 
of the Act outlines what a designated agency can do in the circumstances described in subsection (1). 
These include one or more of the following actions: entering the premises where the adult may be 
located, removing the adult and placing him or her in a safe resource (e.g., group home), providing the 
adult with emergency medical care, informing the Public Trustee that the adult's assets need immediate 
protection and finally, taking any other action that is necessary to protect the adult from harm. The 
policy further outlines that emergency assistance is provided when there is not enough time to obtain a 
warrant or court order to enter the home. In addition, as soon as the danger is removed, the adult needs 
to be involved in determining further planning. As the policy ~tates, "[t]he key in an emergency situation 
is to act without delay" (p. 18). The policy outlines that an emergency intervention will usually involve 
the police, fire and/or ambulance services through the process of using 911 or a telephone call to the 
Public Guardian and Trustee's office if the adult's assets are at risk. 
Provision of Short Term Supports and Assistance 
The policy outlines that principles need to be applied when providing short-term supports and 
assistance. Adults with developmental disabilities have the right to refuse support and assistance with the 
roviso that they understand the consequences and are freely choosing to refuse help. 'Presumption of 
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capacity' is a cornerstone principle of the Act. Where the social worker perceives that the adult does 
not understand the consequences ofthe situation, all resources (e.g., family, advocates, service 
providers, professional supports, etc.) should be galvanized to assist the adult. Social workers only 
apply for incapability assessments as a final recourse. An overall principle of the policy is that the adult 
must be kept involved as much as possible in the investigation, the assessment, support and assistance 
planning activities. Where interventions are necessary in order to protect the adult, the least intrusive 
and invasive interventions should be provided. 
Developing a Support and Assistance Plan 
SAPs are used when it is determined that the adult has been abused, neglected, or self-neglected 
and appears incapable of understanding the consequences. The SAP is similar to the individual planning 
process except with respect to a primary emphasis on the immediate abuse, neglect or self-neglect, and 
support and assistance aimed at resolving these circumstances. Also, with respect to sections focusing 
on issues of incapability and information pertaining to substitute decision makers (holds time-limited 
authority to make decisions for an adult in specific areas of her or his life) (Public Guardian & Trustee of 
BC, 1993). The policy recommends using the regular individualized planning process except where it 
looks like a court order is necessary and for a referral for an assessment of incapability. Policy dictates 
that at any point in the process where it appears a court order is required, a SAP needs to be completed. 
an adult chooses not to accept the services proposed in a SAP, they must not be provided unless the 
Court has been satisfied that the adult: (a) is abused or neglected, (b) is not able to prevent the abuse or 
eglect due to a disease, illness, or other condition that affects his or her ability to make decisions about 
he abuse or neglect, and (c) requires and would be assisted by supports outlined in the SAP. These 
equirements are set out in section 56 (1) of the Act. In essence, an application to the Court is a last 
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resort and should only be pursued in those infrequent times when the above criteria are met and all other 
possible alternatives have been exhausted. It is important that family, friends, and other personal 
supports, have all been explored to help identify ways of implementing the supports required to resolve 
the abuse, neglect or self-neglect. 
Court Applications and Orders 
Under the Act, and policy, CLS social workers can make application to the Court for a number 
of orders depending on the circumstances surrounding an adult who is believed to be abused, neglected, 
or self-neglected. If the social worker is denied access to the premises by anyone, including the adult, 
and it is believed that it is necessary to interview the adult, the CLS social worker can apply to the Court 
for an order to gain access to the premises. The order will permit the CLS social worker to interview 
the adult and/or allow a health care provider (e.g., registered nurse) to examine the adult to determine if 
health care is needed. If it is believed that a court order would take too long and that the adult may be 
harmed, the CLS social worker could apply for a warrant allowing the worker to enter the home and 
interview the adult. Section 54 ( 1) is an order authorizing that the adult receive services as outlined in 
the SAP if the adult is deemed incapable by an assessor. Another order under the Act is found in 
Section 56(3)(a) which is an order for the application of support and assistance to the adult without his 
or her consent. In addition, the social worker can apply for an interim restraining order in situations 
where there is the likelihood of harm to the adult, during or after a report, to prevent contact between 
the adult and the alleged abuser for up to thirty days. Applications can .also be made for longer term 
restraining orders for up to six mo~ths when needed to stop contact between an alleged abuser and the 
adult. 
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Criminal Investigations 
If, upon investigation of a report, it appears that a criminal offence may have occurred, a report 
must be made to the police as per section 50 of the Act. The responsibility for investigating criminal 
offences as defined under the Criminal Code of Canada (i.e., physical assaults, sexual assaults, criminal 
neglect, theft, fraud, etc.) remains with the police. The police role may also include keeping the peace 
while a CLS social worker attends a residence where a report of abuse, neglect or self neglect has been 
received. The police will carry out a criminal investigation and keep the CLS informed of the progress 
of the investigation. The policy further outlines that CLS social workers should contact the police in the 
following instances: "to report a possible crime including violations of restraining orders, to obtain 
information about potential risks at a residence, to request police presence if going into a potential 
volatile situation, and in an emergency when life may be at risk" (p. 7). 
Now, with the case presented, I would like to tum the reader' s attention to an analysis of the 
policy. 
CHAPTER SIX 
Analysis of the Case 
"People with disabilities are just like anyone else - they need help from abuse" (Penny Soderena, Self-
Advocate Peer Advisor, SAP A, personal communication, February 10, 2003). 
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This chapter will consist of an analysis of the policy from a social model of disability framework. 
The key themes arising from the policy and Act that will be reviewed include: self-determination/ 
presumption of capability, CRNs, the CLS social work role and structural/social barriers. It will be 
argued that the policy is definitely an improvement over what existed prior to the legislation. Also, the 
policy provides a mechanism to respond to abuse in a coordinated manner (e.g., protocals between CLS, 
RCMP and Northern Health Authority). Prior to the legislation, some people with disabilities thought that 
nobody would help them or believe them because of their disability (Penny Soderena, SAP A, personal 
communication, February 10, 2003). Through the creation ofCRNs the legislation also acknowledges 
that abuse of people with disabilities is a community problem. Due to their defined role and to the broad 
cross section of the community members involved, CRNs provide an opportunity for a focus on macro 
issues and also create a forum to address systemic issues that affect individuals with disabilities. "CRNs 
can assist in community capacity building" thus, making our community a safer place for people with 
developmental disabilities (Alison Leaney, PGT, personal communication, February 12, 2003). 
From a social model of disability perspective, the policy and Act do not address some of the 
major structural barriers women with disabilities face such as: unemployment, poverty and lack of 
educational opportunities. However, it will be argued that the policy and Act may help to address 
societal and attitudinal barriers faced by women with disabilities. As a self-advocate peer advisor 
serted, because of the " ... institutional history and doors closed ... negative (societal) attitudes about 
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disabilities leads to abuse" (Penny Soderena, SAP A, personal communication, February 10, 2003). In 
addition, the community needs education about disability rights to address negative attitudes towards 
people with disabilities (Penny Soderena, SAP A, personal communication, February 10, 2003). Overall, 
the principles of the policy adhere to a social model of disability. Finally, I believe the policy in general 
provides new tools for social workers to address abuse and consequently, better protection from the 
oppression of abuse for women with developmental disabilities. 
Self-determination/Presumption of Capability 
Two key principles in the policy that support a social model of disability philosophy include the 
right to self-determination and the presumption of capability. The legislation is unique in the fact that it 
arose out of a community consultation process. Consultation and discussion occurred for over a year 
and resulted in the Project to Review Adult Guardianship in 1989 (Public Guardian and Trustee of 
British Columbia, 1993). The membership ofthe project included advocacy groups and people with 
disabilities. This joint community and government partnership continued up to the final drafting of the 
adult guardianship legislation (Public Guardian and Trustee ofBritish Columbia, 1993). The fact that 
self-advocates played a role in drafting this legislation is critical to a social model of disability theory as 
they are the ones on whom the legislation most directly impacts. The principles acknowledge that social 
workers need to include people with disabilities in the guardianship process (Alison Leaney, PGT, 
personal communication, February 12, 2003). As Matysiak (1998) asserts, the social theory of disability 
" ... looks to activism within the disabled community to change the social order which oppresses it" (p. 
40). Adults with disabilities must be involved in legislation affecting their lives and in creating 
progressive changes to oppressive laws. In addition, such adults need to be informed about this policy 
in a plain language brochure and through a self-advocate workshop (Penny Soderena, SAP A, ·February, 
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10, 2003). 
The principles outlined guide social workers in their application of the policy in their work with 
people with disabilities. The principles acknowledge the fact that people with disabilities have the same 
rights and responsibilities as everyone else. As Matysiak (1998) contends, "[t]he social model of 
disability is grounded in the lived experiences of people with disabilities and holds that self-determination 
and full citizenship are the most important claims disabled people can make" (p. 40). The author 
especially appreciates the fact that the policy also states in section 3(2), "[a]n adult's way of 
communicating with others is not grounds for deciding that he or she is incapable of making decisions ... " 
(p. 6). I can think of many occasions when people have assumed because a person's speech is difficult 
to understand (e.g., a person with cerebral pal~y) that they do not understand what is going on around 
them. Also, the reality is that many people who are non-verbal are perfectly capable of making decisions 
that affect their lives and are able to communicate this through alternative methods (e.g., computer 
programs, pic symbols, sign language, etc). Thus, the legislation helps to address mistaken societal 
assumptions about capability. It also helps to get away from the medical model's stereotype of the 
tragic view of disability that has dominated social policies (e.g., Patients Property Act) (Oliver, 1990). 
As Oliver (1990) argues, from the social model perspective, social policies need to be geared toward 
alleviating the oppression of people with disabilities. 
Because the policy is guided by the principle of self-determination, the adult must be kept 
·nvolved as much as possible throughout the process (i.e., in the investigation, assessment, 
support/assistance and planning activities). Thus, the importance of valuing human diversity is enshrined 
in the legislation. In addition, the professionals or family do not take over the person's planning 
however well meaning) as is the case with a medical model philosophy or under the Patients Property 
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Act- where the adult loses all of their decision making power. As Thomas (1999) states, "[s]elf-
determination especially freedom from the control that non-disabled professionals exercised over their 
lives, was high on the agenda of many disabled activists ... " (p. 16). The policy outlines that the adult's 
wishes are central and that other trusted people that the adult wants (e.g., advocates, friends, and family) 
can help to remedy the abuse, neglect, and self-neglect. The fact that the policy utilizes a person' s 
'circle of support' was seen as really helpful by the peer self-advocate as the person may be scared and 
not able to articulate their needs after being abused (Penny Soderena, SAP A, personal communication, . 
February 10, 2003). Also, the concept of employing a person' s social network helps to prevent the 
social worker from having all of the power and "knowing all of the answers" (Penny Soderena, SAP A, 
personal communication, February 10, 2003) . . "The crucial factor in 'enabling environments' is the 
control by disabled people of their own lives and their participation in the community" (Swain, 
Finkelstein, French & Oliver, 1993, p. 2). Thus, the empowering aspect ofthe overarching principles 
that apply to the policy fits with a social model of disability philosophy. 
Community Response Networks 
From a social model of disability lens the creation ofCRNs is a positive step in addressing 
societal and attitudinal barriers for people with disabilities. As the policy outlines, "[a] Community 
esponse Network's role is to assist in addressing systemic issues in each community regarding adult 
abuse, neglect and self-neglect and to ensure a co-ordinated response" (p. 9). This part of the policy 
llows for a macro focus and brings together a broad cross-section of the community to explore: 
~ommunity education, advocacy, prevention, and protocals. It also allows for valuable community 
onsciousness raising regarding structural issues that affect people with disabilities (e.g., poverty, lack of 
mployment opportunities, lack of training opportunities, discrimination, etc.). As Matysiak (1998) 
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argues, "[i]n the social model of disability social and political action are seen as the primary methods to 
bring about transformative change" (p. 40). Thus, the social model opens up opportunities for the 
eradication of prejudice and discrimination (Crow, 1996). CRNs can be conceived of as a" ... 
microcosm of the community at large. The degree to which CRNs can welcome each person can be 
thought of as a metaphor for how inclusive and respectful our community is" (Alison Leaney, PGT, 
personal communication, February 12, 2003). The CRN can thus affect the entire community and 
beyond through its efforts to prevent abuse. The legislation has given our communities amazing 
opportunities to promote change (Alison Leaney, PGT, personal communication, February 12, 2003). 
CRNs are not made up solely of people with disabilities (as a social model would advocate); 
however, self-advocates and advocacy organizations are included. Thus, CRNs allow the voices and 
concerns of self-advocates to be heard unfiltered. The self-advocate I spoke with regarding this policy 
felt that self-advocates and professionals needed to work together to prevent abuse (Penny Soderena, 
SAP A, personal communication, February 10, 2003). The concept ofCRNs within the adult 
guardianship legislation fits with a social model of disability theory as it helps to address attitudinal and 
social barriers that affect people with disabilities. As women with disabilities can participate and share 
their experiences! perspectives as consumers of the policy and through public education and multi-media 
methods (e.g., web site, brochures, newspaper articles, etc.), I believe this will help to alleviate sexual 
abuse. In addition, as the legislation affects other individuals (i.e., seniors, people with mental illnesses, 
people with physical disabilities), it allows for people with developmental disabilities to band together 
with other marginalized groups to challenge barriers and affect change (Moore, Beazley, & Maelzer, 
998) .. As Thomas (1999) asserts regarding the social model of disability philosophy, "[p ]riority is given 
o identifYing and challenging those barriers to change, including the urgent task of establishing links 
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with other marginalized groups and thus seeking to make connections between class, gender, race, age 
and disability factors" (p. ix). 
One concern I have with the future ofCRNs is whether or not they will continue to receive 
funding given the current government and economic restraint. It is important to note that at the peak 
there were 68-70 CRNs and currently there are 50 that are active (Alison Leaney, PGT, personal 
communication, February 12, 2003). The decrease in number could be attributed to the current 
economic and political landscape in BC (e.g., government budgets cuts, cutbacks to non-profit agencies, 
economic recession, etc.). While the PGT role in supporting CRNs is winding down as part of transition 
planning, the BC Foundation to Support CRNs is legally coming into effect February 2003, and its role 
will be to secure funding from alternative sources (Alison Leaney, PGT, personal communication, 
February 12, 2003). Thus, a new function ofCRNs is also to look at who is falling through the cracks 
with the absence of services (e. g., senior citizen's counselor program cuts, Ministry of Human 
Resources, Persons with Disabilities II re-assessments for eligibility, etc.). A social activism role 
regarding people with disabilities could evolve; that is, the role of the CRN s could become one of 
advocacy for people with disabilities. On this point, the PGT' s office is currently exploring a discussion 
paper on CRNs and advocacy (Alison Leaney, PGT, personal communication, February 12, 2003). 
Another difficulty I see with CRNs is that professionals are expected to volunteer their time and energy 
on top of growing caseloads and work load pressures. Unfortunately, I have already witnessed this later 
point negatively impact the CRN in Prince George. 
CLS Social Work Role 
CLS provides voluntary services to adults with developmental disabilities. However, with the 
new policy, CLS social workers have a non-voluntary responsibility to look into an adult guardianship 
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report of possible abuse. Based on the author's experience, this is a difficult shift given our service 
principles and does not fit with a social model of disability perspective. The policy and Act however, 
also state as an overall presumption in section 2 (a) that "[a]ll adults are entitled to live in the manner 
they wish and to accept or refuse support, assistance or protection as long as they do not harm others 
and they are capable of making decisions about those matters" (p. 6). My experience has been that the 
social worker's role has often been one of educator in terms of advising an adult of their rights and 
where to go if they need help in instances where reports are received but are inconclusive or the person . 
is capable and refuses help. As the peer advisor noted, the policy is" ... helpful because if it [abuse] 
doesn't get investigated it doesn't get solved" (Penny Soderena, SAP A, personal communication, 
February 10, 2003). Further training on how to educate adults with developmental disabilities, and 
especially how to ascertain capability (which can be a difficult concept to measure) is required. 
As with any situation where there is an imbalance of power, social work staff need to keep the 
guiding principles in mind in their practice. Not to do so could lead to an abuse of authority. The policy 
provides for extensive investigative powers but further training on conducting investigations is required 
as it is a new aspect of the CLS social work role. It has been my experience that there are not a large 
number of reports received under this policy (approximately 10 a year in Prince George); however, 
when a report is received, it can be complex and require significant social work skills (i.e., assessment, 
planning, communication, intervention and evaluation). In addition, in the year 2000, MCFD conducted 
a review of the implementation of the Act (Price, 2001). It was reported that, province wide, there were 
31 reports received by CLS from the period February 28 to October 31, 2000 (Price, 2001). The legal 
tools provided for in the policy were only used once (i.e., emergency intervention) (Price, 2001). In 
ddition, the majority of the reports involved individuals already receiving CLS support (Price, 2001 ). 
- ----------------------~-------------------. 
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This part of the policy (i.e., power to investigate- section 4) is arguably paternalistic and goes 
against a social model of disability. Alison Leaney ofthe PGT's office does, however, contend, "(m]y 
experience through conducting workshops and phone calls from designated agencies is that, social 
workers struggle with how best to serve the person in keeping with the principles" (personal 
communication, February 12, 2003). In addition, the PGT's office is currently in the process of 
producing a video with scenarios to give a picture of what this legislation is about for use by designated 
agencies and other CRN members about active CRNs (Alison Leaney, personal communication, 
February 12, 2003). 
Another feature of the policy is the ability of the social worker to provide emergency 
intervention without the adult's consent. The self-advocate I spoke with felt that the success of this 
section of the policy (emergency intervention) would depend on the social worker and their skills and 
abilities in making the person feel comfortable and in explaining what was going on. Also, if the person 
does not speak, read, or write, the social worker may need help from the person's support network or 
assistance from an interpreter (Penny Soderena, SAP A, personal communication, February 10, 2003). It 
is also important to note that the self-advocate peer advisor was not aware of the emergency 
intervention section of this policy. Emergency intervention is, however, very strictly defined and is only 
to be used in situations where it is believed an adult's life is at risk. In Prince George, I am only aware 
of the authority of this section being utilized once in the past three years since the legislation came into 
orce and, fortunately, help was not required. In addition, in emergency situations, social work staff 
need to consult with their supervisor and manager and the police if necessary. Given some of the people 
that CLS supports who are not able to express themselves and are dependent on others for all of their 
ctivities of daily living, I would argue that the emergency intervention, if followed as it was intended 
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by policy, is a valuable tool in situations of abuse where the person is not able to advocate for 
themselves. Prior to this policy, social work staff had no authority to intervene and the current 
protocols for adult guardianship reports between CLS, the RCMP and the Northern Health Authority 
did not exist. "People who have no circle of support (i.e., family and friends) are the most vulnerable to 
abuse" (Penny Soderena, SAP A, personal communication, February 10, 2003). Thus, those who are 
most vulnerable to abuse and unable to advocate for themselves may benefit from this policy. 
The policy provides for the provision of SAPs and incapability assessments. They are used when 
it is determined that an adult has been abused, neglected or self-neglected and appears incapable of 
understanding the consequences. The policy outlines that, if the adult chooses not to accept the services 
proposed in a SAP, an application can be made to the Court to enforce it. There have been very few 
Court ordered SAPs since this legislation came into force (Alison Leaney, PGT, personal 
communication, February 12, 2003). The Court is a last resort in this policy and the Court will not 
proceed with an order unless all other possible alternatives have been exhausted. Also, where 
interventions are necessary in order to protect the adult, the least intrusive and invasive interventions 
should be provided. Social work staff must explore all of the individual's personal support network to 
help identify ways to implement the supports. The Court thus acts as a check on the social worker's 
power and authority over the adult. In my own professional experience, no SAPs have been utilized in 
Prince George to date. There have been approximately 7-10 requests for incapability assessments since 
the Act came into force in British Columbia (Alison Leaney, PGT, personal communication, February 
12, 2003). In addition, based on my observations, the majority of reports received in Prince George 
have been self-neglect. 
- ---- ----------------------~ 
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Structural/Social Barriers 
The fact that this legislation is required attests to the fact that people with disabilities are at an 
increased risk of abuse. If people with disabilities were not poor, often de-valued in a productivity/profit 
orientated capitalist society, would abuse be so prevalent? The policy and the Act do not address major 
structural barriers that increase the risk of abuse among people with developmental disabilities (e.g., 
barriers to employment, education, and poverty, etc.). For many proponents of the social model of 
disability, the policy and Act do not go far enough in eliminating barriers to full citizenship and self-
determination. As Oliver ( 1996) argues, 
[i]t is society that has to change not individuals and this change will come about as part of a 
process of political empowerment of disabled people as a group and not through social policies 
and programmes delivered by establishment politicians and policy makers, nor through 
individualized treatments and interventions provided by the medical and para-medical professions 
(p. 37). 
Also, as Shakespeare and Watson (1997) assert, "Liberal and individualistic analyses and policy 
interventions have for years failed to make much impact on the problems of disabled people" (p. 297-
298). I would argue, however, that the policy and Act do, to a notable extent, address attitudinal and 
societal barriers by endorsing the principles of self-determination/ presumption of capability and through 
the creation of CRNs. Also, as discussed previously, CRNs assist with debunking myths (social 
construction of disability) and educating our community about abuse and utilizing prevention efforts. 
The Act and policy are clearly needed, given the history of abuse of people with disabilities (e.g., 
Woodlands). The policy acknowledges that this abuse does exist and provides a mechanism to respond. 
'Collectively, we have a responsibility to do something about abuse- instead of waiting for abuse to 
ilappen and it is too late" (Alison Leaney, PGT, personal communication, February 12, 2003). In 
ddition, it has been my experience, that as a result of the policy and statutory responsibilities, funding 
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requests can be justified to obtain needed services to resolve abuse/neglect. 
With the analysis concluded, I would now like to tum to the limitations of the project, and future 
recommendations for research and social work training. 
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CHAPTER SEVEN 
Limitations, Recommendations and Proposals for Future Research 
"Massive resources are directed into impairment-related research and interventions. In contrast, scant 
resources are channelled into social change for the inclusion of people with impairments" (Crow, 1996, 
p. 215). 
The major limitation of this project is the fact that the Act and policy are still in their infancy. 
Therefore, there is a limited amount of case experience and scholarly research on this issue. My 
experience from the field suggests that the right to self-determination for the adult with a disability, is a 
key cornerstone of the application of the Act and policy. Also, that under this policy the Court is to be 
used as a last resort and everything should be done to help an adult with a developmental disability 
understand the supports and assistance being offered to remedy the abuse (e.g., utilizing personal 
support networks). However, it may arguably be too early for definitive conclusions. In addition, many 
CRNs. are still in their formative stage, as is the case with the Prince George CRN, and much more 
community work is needed to fulfill its mandate. It would be beneficial to conduct an evaluation of the 
Prince George CRN in one year' s time to determine the extent to which it is able to achieve the goals 
enshrined in the legislation. Thus, it would be helpful if an evaluation method or instrument could be 
created to assess the CRN' s role. In addition, it would be constructive for up to date comparison 
research to be done on how other CRNs are fulfilling their mandates across the province. Interviews 
.could be held with the chairpersons ofCRNs or a representative from the Public Guardian and Trustee 
ofBC to gather data on their work to date (e.g., prevention strategies, public education, web site 
evelopment, etc.). Based on my experience, there was a significant amount of training and research 
e.g., social work role, CRNs, etc.) when the legislation was first implemented but nothing more 
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recently. Important specific practice recommendations for CRNs could be generated by this research as 
community prevention efforts and education are key strategies to preventing abuse of women with 
developmental disabilities. 
Another proposal for future research would be to interview CLS social work staff to determine 
their understanding of the legislation, role and how effective it is given their practice experience with the 
application of the policy. Currently, there has not been any new training provided on this policy from 
MCFD. Also, further training on tools to determine capability are needed. An additional review by 
MCFD, CLS of the application of the legislation seems warranted at this time: (legislation has been in 
effect 3 years) to review what the practice has been from the field to date, to finalize the policy (as still 
in draft form) and to determine training needs . . I would also advocate for further social work training 
regarding how to balance an adult' s right to self-determination with the need for protection as this is the 
major challenge to social workers that this policy creates. This can be a difficult dilemma for social 
workers, keeping in mind that self-advocates rights must be adhered to at all times to avoid abuse of · 
power. Also, further training on assessing abuse and conducting investigations for CLS social workers 
is recommended. In addition, I would endorse the following recommendations to MCFD, CLS made by 
Price (2001) regarding the Act: 
Provide clear guidelines and examples to staff on what constitutes and what does not constitute a report 
of abuse/neglect under the Adult Guardianship Act. Continue to encourage field staff to participate in 
local training events with their counterparts in Health and through Community Response Networks. 
roceed with current plans for an internal Web site about adult guardianship issues with up-to-date 
information for staff Identify ongoing consultation resource for staff in the Practice Guidelines and/or 
on the internal Web site" (Price, 2001, p. ii-iii). 
Social work training should also focus on empowering self-advocates and creating positive social 
etworks as this helps to prevent abuse. Ideally, following a social model of disability, funds would be 
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given to self-advocates (e.g., Prince George Self-Advocate Caucus) to conduct their own empowerment 
and abuse prevention workshop. Education to care givers and staff of group homes regarding the Act 
and policy is needed. In addition, a review of the implementation and results of guardianship reports 
across the different provinces with similar legislation (e.g., Alberta, Ontario, Quebec, etc.) with respect 
to people with deyelopmental disabilities would be beneficial. 
It is important that social workers and self-advocates receive more training and education on the 
Act and policy. It has also been my experience, following a presentation at the northern chapter of the 
British Columbia Association of Social Workers that I conducted in April 2002, that many social 
workers in Prince George were not aware of the Act. Social activism (e.g., advocating for 
improvements in the lives of people with disabilities), educating the community on the rights of people 
(with disabilities) and valuing diversity are key aspects of social work practice/values. Thus, further 
educational efforts (e.g., workshops provided by the PGT, CRNs, MCFD, etc.) regarding this legislation 
are needed to educate professionals in our community. It is important that professionals and self-
advocates both be invited to educational workshops on the Act to create dialogue and to work together 
to increase awareness and to prevent abuse. In addition, a po~ter could be developed in plain language 
to help self-advocates understand the Act and policy (e.g., emergency intervention, reporting, 
investigations, etc.). I plan to help develop this with the self-advocate peer advisor, Penny Soderena. 
On many occasions, it has been my experience that self-advocates are not included in these workshops 
and, from a social model of disability perspective, this needs to be remedied. Also, I would recommend 
self-advocate representation on the Prince George CRN if this is still not achieved. It is my hope that 
funding will continue to be allocated to CRNs to facilitate their public education efforts regarding the 
individuals the Act applies to and abuse prevention (e.g., media announcements, brochures, conferences, 
-- ---- ------- - -------------. 
etc.). Finally, I would like to provide a presentation on the policy to the Prince George Self-Advocate 
Caucus this spring. 
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Overall, further research is needed with self-advocates to determine how the Act and policy is 
working from their perspective to resolve or prevent abuse. A limitation of this project is the fact it 
represents only my 'field observer/practitioner' perspective on the topic with input from a peer self-
advocate and a representative from the PGT' s office. Research is, however, needed with female self-
advocates who have been provided support under this policy to determine how the Act and policy is 
working from 'their' Viewpoint to prevent or remedy abuse. From a social model of disability 
·theoretical lens, self-advocates' voices need to be heard on this topic. This research could also be used 
to help enhance training of social workers on this policy (e. g., what was helpful or unhelpful) (Penny 
Soderena, SAP A, personal communication, February 10, 2003). Thus, future qualitative research 
utilizing for example, Reinharz' s (1992) feminist interview style with open-ended questions would be 
recommended as a non-oppressive methodology and to get as much information of the lived experiences 
ofwomen with developmental disabilities as possible (Rioux, 1994). Also, other possible sources of 
data could include interviews with the woman's family, or members of her personal support network 
(with the woman's informed consent) to determine their perspective of how the Act and policy were 
helpful/unhelpful. In addition, as Rioux ( 1994) argues, a social model of disability research paradigm is 
one that takes into account both the phenomenon of disability and the experiences of those with 
disabilities. As Rioux ( 1994) asserts, "[ e ]mpowerment and reciprocity are central to this notion of 
research that encourages qualitative methodology" (p. 6). Thus, from a social model of disability 
perspective, research is needed with female self-advocates to determine the effectiveness of the Act and 
policy in preventing and resolving abuse. 
82 
In sum, women with developmental disabilities face a much higher risk of abuse than women 
without disabilities. The policy provides a mandate for CLS social workers to respond to abuse and 
allows for better community coordination (e.g., protocals between CLS, RCMP, Northern Health 
Authority). Also, the Act enshrines CRNs thereby acknowledging that abuse is a community problem. 
The policy and mandate of CRNs may also help to eradicate societal/attitudinal barriers experienced by 
people with disabilities which may help to prevent abuse. 
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Appendix 1 
Information Sheet 
Dear Potential Interviewee, 
My name is Heather Aase and I am a student completing my master's degree project at the 
University of Northern British Columbia (UNBC) in the field of social work. The title of my project is, 
Women with developmental disabilities and sexual abuse: An analysis of the Adult Guardianship Act 
(Part 3) Support and Assistance to Abused and Neglected Adults. 
The three main objectives of my project are: to contribute to a greater understanding of the 
problem of women with developmental di~abilities and sexual abuse, to analyse the new powers and 
tools available to social workers as a result of the new Adult Guardianship Act (Act) and Ministry of 
Children and Family Development policy in working with women who have been sexually abused, and to 
make recommendations for social work education, policy, practice and research in this area. 
In order to enhance my analysis, I am requesting to interview you at a time that is convenient for 
you. I would like to ask you some questions about what your thoughts and perspective is on the Act. I 
have selected you to interview as your opinion is very valuable to me and will add diversity, insight and 
'texture' to my analysis. 
At any time during the interview you can change your mind and withdraw your participation 
from this project and/or take out parts of what you have said. Our conversation will be written out by 
myself and I will reference it in the body of my project as a personal communication, citing your name 
and the date we spoke. Please be aware, that prior to publication of the final draft of my project I will 
provide you with any comments attributed to you to ensure these comments correctly reflect the 
information you were intending to convey. The transcript of our conversation will be seen by me and 
possibly by my UNBC supervisory committee consisting of three professors. The transcript of our 
conversation will be kept in a locked filing cabinet and will be destroyed by shredding in May 2003 . 
A finished copy of this project will be located at the UNBC library. If you have questions or 
further comments related to this project, you may contact me after our interview at the following 
number: 250-564-4465 . Or you may contact my project supervisor at UNBC, Dr. Si Tninsken at 250-
960-5555. If you have any concerns or complaints about this project, please contact the Vice President 
of Research, Dr. Max Bloux at UNBC, at 250-960-5820. 
lincerely, 
eather Aase 
----.-------------------- ---- --
Informed Consent Sheet 
MSWProject 
Student: Heather Aase 
Please circle your answers to the followin& questions and si&n the bottom of this form . 
I understand that I have been asked to be interviewed for a MSW project. Yes No 
I have read and received a copy of the attached information sheet and informed Yes No 
consent form. 
I understand the purpose of this project. Yes No 
I understand that I am free to refuse to participate or end the interview at Yes No 
any time. There is no consequence for me refusing to participate. 
I understand the project interview will be recorded in writing by the student Yes No 
Heather Aase. 
I understand the written copy of the interview may be seen by a supervisory Yes No 
committee of three professors at UNBC. 
I understand that the comments I make will be included in the project and will Yes No 
be cited by the student as a personal communication with my name and the date. 
I understand that I will be provided with a copy of comments attributed to me Yes No 
by the student Heather Aase, prior to publication to ensure accuracy. 
This study was explained to me by: ___________ _ 
I agree to take part in this project. 
Signature ofProject participant Date 
Thank you for your time and valuable input into my project. Your willingness to participate in my 
project is greatly appreciated. 
Sincerely, 
Heather Aase 
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SECTION ONE: INTRODUCTION 
1.1 The Adult Guardianship Legislation 
British Columbia's adult guardianship legislation includes four new laws designed to 
promote every adult's right to self-determination and to provide support and protection 
for those who are vulnerable to abuse or no longer capable of making their own decisions. 
These new laws proclaimed on February 28, 2000 are: 
• The Adult Guardianship Act · 
• The Health Care (Consent) and Care Facility (Admission) Act 
• The Representation Agreement Act 
• The Public Guardian and Trustee Act 
Copies of these acts and further information about them may be obtained from the 
website of the Public Guardian and Trustee <www.trustee.bc.ca> 
1.2 Purpose of Part 3 of the Adult Guardianship Act 
The purpose of Part 3 of the Adult Guardianship Act is to provide for support and 
assistance to adults who are abused or neglected and who are unable to seek support and 
assistance because of one or more of the following circumstances: 
a) a physical restraint: the adult is being stopped by force or other physical means 
from seeking assistance 
b) a physical handicap that limits their ability to seek help: this could include a 
lack of mobility, difficulty in communicating, or any other physical restriction 
which can hinder an adult in asking for help, or 
c) an illness, disease, injury or other condition that affects their ability to make 
decisions about the abuse or neglect: this might include mental illness, 
developmental disability or brain injury. · 
The Ministry for Children and Families has been named by the Public Guardian and 
Trustee as a "designated agency'' for the purpose of fulfilling the provisions of Part 3 of 
the Adult Guardianship Act in relation to adults in British Columbia who are eligible for 
Community Living Services. 
1.3 Defmitions of Abuse, Neglect and Self-Neglect 
Abuse means deliberate mistreatment of an adult that causes the adult: 
• physical, mental or emotional harm, or 
• damage to or loss of assets, 
• and includes intimidation, humiliation, physical assault, sexual assault, over-
medication, withholding needed medication, censoring mail, invasion or denial 
of privacy or denial of access to visitors. · 
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Abuse can take many forms. Some examples are: 
• physical abuse: acts of violence or rough treatment, including slapping, 
shaking, punching or rough handling 
• mental or emotional abuse (also referred to as psychological abuse): severe 
and continuing intimidation, humiliation, isolation and exclusion from events, 
activities and decision-making 
• sexual abuse: any unwanted or exploitive sexual behaviour, including 
harassing, assaulting or using adults for sexual purposes without their consent 
• fmancial abuse: misusing an adult's money and property, including taking 
money, property or possessions by coercion; influencing the making of a will; 
cashing cheques without authorization; using bank accounts without 
authorization; or misusing a power of attorney or representation agreement 
• medication abuse: withholding medication that the adult needs or giving too 
much or too little medication 
• violation of entitlements: censoring mail, invading or denying privacy, 
denying access to visitors, restricting the movement of an adult, or withholding 
information to which the adult is entitled. 
Neglect means any failure to provide necessary care, assistance, guidance or attention to 
an adult that causes, or is reasonably likely to cause within a short period of time, the 
adult serious physical, mental or emotional harm or substantial damage to or loss of 
assets, and includes self-neglect. 
Neglect may or may not be deliberate. It can be, for example, the intentional withholding 
of food and personal care. Or, it can be unintentionally caused by lack of experience, 
information, knowledge or support of a careprovider. 
Self-neglect means any failure of an adult to take care of himself or herself that causes 
or is reasonably likely to cause within a short period of time, serious physical or mental 
harm or substantial damage to or loss of assets, and includes 
• living in grossly unsanitary conditions, 
• suffering from an untreated illness, disease or injury, 
• suffering from malnutrition to such an extent that, without intervention, the 
adult's physical or mental health is likely to be severely impaired, 
• creating a hazardous situation that will likely cause serious physical harm to the 
adult or others or cause substantial damage to or loss of assets, and 
• suffering from an illness, disease or injury that results in the adult dealing with 
his or her assets in a manner that is likely to cause substantial damage to or loss 
of the assets. 
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1.4 Principles and Presumptions 
The following principles and presumptions are specified in the Adult Guardianship Act: 
• s.2(a) All adults are entitled to live in the manner they wish and to accept or refuse 
support, assistance or protection as long as they do not harm others and they are 
capable of making decisions about those matters. 
• s.2(b) All adults should receive the most effective, but least restrictive and intrusive, 
form of support, assistance or protection when they are unable to care for themselves 
or their assets. 
• s.2( c) The court should not be asked to appoint, and should not appoint, decision-
makers or guardiaris unless alternatives, such as the provision of support and 
assistance, have been tried or carefully considered. 
• s.3(1) Until the contrary is demonstrated, every adult is presumed to be capable of 
making decisions about personal care, health care, legal matters or about the adult's 
financial affairs, business or assets. 
• s.3(2) An adult's way of communicating with others is not grounds for deciding that 
he or she is incapable of making decisions about anything referred to in subsection 
(1). 
1.5 Reporting Abuse or Neglect 
Reporting the abuse or neglect of adults is not mandatory. Anyone who has information 
indicating that an adult is abused or neglected who cannot seek support and assistance for 
themselves may report the circumstances to a designated agency. A person making such a 
report may remain anonymous if they wish. 
1.6 Where does this Act apply? 
Part 3 of the Adult Guardianship Act applies everywhere in British Columbia except in a 
correctional centre. It applies whether an adult is abused or neglected in a public place, in 
the adult's home, a relative's home, a care facility, hospital or any other place except a 
correctional centre. 
1.7 Determining Need for Support and Assistance 
Section 47(1) of the Act says that upon receiving a report of abuse or neglect OR a report 
that the adult's representative, decision maker, guardian or monitor has been hindered 
from visiting or speaking with the adult, a designated agency must determine whether the 
adult needs support and assistance. This includes situations in which the Community 
Living Services worker becomes aware of possible abuse or neglect even if an actual 
"report" has not been made. Where support and assistance are not required, the 
designated agency must take no further action but may inform the Public Guardian and 
Trustee: Where it is determined that the adult needs support and assistance, the 
designated agency may proceed to assist the adult in obtaining needed services, may 
inform the Public Guardian and Trustee and may investigate further. 
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SECTION TWO: ROLES AND RESPONSIBILITIES 
2.1 Role of Designated Agency 
When a designated agency receives or becomes aware of information that an adult is 
abused, neglected or self-neglected, it must: 
• determine whether the adult needs support and assistance, 
• involve the adult as much as possible in decisions about how to stop the abuse or 
neglect and how to provide the support and assistance necessary to prevent abuse 
or neglect in the future 
• report the facts to the police if there is reason to believe that a criminal offence has 
been committed against an adult who is abused or neglected and not able to seek 
support on their own 
2.2 Role of Police 
The police role may include keeping the peace and conducting the criminal investigation 
to determine if a crime has been committed~ 
Under the Criminal Code of Canada, criminal offences (as applied to adults) include but 
are not limited to: 
• physical assault or attempts or threats of assault with or without a weapon 
• misappropriation of money or belongings of another (through theft, fraud, extortion, 
forgery, criminal breach of trust or stopping mail with intent); 
• forcible conf"mement of a person against their will 
• sexual assault applying force to another person directly or indirectly under 
circumstance of a sexual nature with or without the use of a weapon and with or 
without threats of bodily harm 
• neglect that contravenes the Criminal Code section imposing a duty to provide the 
necessities oflife to a person under one's charge, if that person is unable by virtue of 
age, illness or any other cause to care for him or herself. 
• psychological or emotional abuse that might be covered by the assault sections 
dealing with intimidation, threats to the adult, threats to the adult's treasured 
belongings or pets, counselling suicide, and criminal harassment or stalking. 
The Community Living Services worker should call the police in the following situations: 
• to report a possible crime including violations of restraining orders 
• to obtain information about potential risks at a residence 
• to request police presence if going into a potentially volatile situation 
• in an emergency when life may be at risk 
Communities are being encouraged to develop specific protocols between designated 
agencies and police. 
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2.3 Role of Licensing 
The Community Care Facility Act, Section 9(b) requires the medical health officer to 
investigate all complaints that licensed facilities may not be complying with the act, 
including any allegations that a resident has been abused or neglected. 
The Health Act delegates the authority of the medical health officer to the licensing 
officers who have primary responsibility to investigate allegations of abuse or neglect in 
licensed facilities. Licensing officers are responsible for leading and co-ordinating the 
investigation. 
2.4 Role of Service Contractors 
Service providers who are under contract with the Ministry for Children and Families to 
deliver services to individuals with a developmental disability are required, as one of the 
conditions of their contract, to notify the ministry of any critical, serious or unusual 
incidents involving the individuals served. Where an allegation of staff misconduct arises, 
contractors have the additional employer's responsibility to conduct a personnel 
investigation. 
2.5 Role of Public Guardian and Trustee 
Complaints of abuse, neglect and self-neglect received directly by the Public Guardian 
and Trustee will be routed to a designated agency. The role of the Public Guardian and 
Trustee includes the following: 
• to invoke the special investigation powers under sections 17 and 18 of the Public 
Guardian and Trustee Act, which may be of value in situations of financial abuse 
• to temporarily freeze assets in urgent cases under section 19 of the Public Guardian 
and Trustee Act 
• to look into objections under the Representation Agreement Act regarding concerns 
about a specific representative or representation agreement 
• to arrange for incapability assessments 
• to designate agencies for the purpose of fulfilling the provisions of Part 3 of the Adult 
Guardianship Act 
2.6 Role of Advocate for Service Quality 
Cases in which the Advocate for Service Quality may assist are those where: 
• the report of abuse, neglect or self neglect has been substantiated and 
• the recommended support and assistance cannot be provided due to co-ordination or 
co-operation difficulties between systems or agencies or family members and 
• efforts to resolve co-operation difficulties between systems, agencies, families or 
other involved partners have been exhausted. 
The CLS worker and Team Leader will consult with the Community Living Manager 
prior to involving the Advocate for Service Quality. 
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2. 7 Role of Health Services for Community Living Medical Consultant 
There will be times where the support and assistance identified and approved as necessary 
to protect the adult will require that a hospital, health care professional or agency provide 
health services or access to health services. Where this circumstance arises and 
difficulties in accessing the services are encountered, the CLS worker may contact the 
HSCL Medical Consultant for assistance and will advise their Team Leader of this action. 
2.8 Role of Community Response Networks 
A Community Response Network's role is to assist in addressing systemic issues in each 
community regarding adult abuse, neglect and self-neglect and to ensure a co-ordinated 
response. Activities include: 
• providing community education and advocacy 
• supporting the staff of designated agencies in carrying out their roles 
• working towards prevention 
• understanding the current response and developing protocols among members 
• keeping track of how the response is working 
These activities are achieved by: 
• doing outreach to involve a broad cross section of the community 
• promoting communication and collaboration 
• building trust 
Community Response Networks will vary in their membership, their resource capacity 
and their level of involvement from one community to another. Each Community 
Response Network should have an identified repre.sentative from a local Community 
Living Services office. 
A Story from one CRN 
The North Okanagan CRN began as "the Guardianship Project" in late 1994. In phase 
one, the project developed an education and information campaign to inform vulnerable 
adults of their rights. We have never had a formal structure for the CRN. It has always 
been a network of individuals and agencies working together for prevention of and 
responding to abuse of vulnerable adults. We have concentrated on educating the public 
and service providers, sponsoring numerous workshops over the years. A case review 
committee was formed in 1996 to share expertise on difficult cases. Agencies involved 
in the review committee have included the Seniors Bureau under the Social Planning 
Council for the North Okanagan, Hospital social work, Elderly Services social work, 
RCMP, Community Law, and Community Care Nursing. Over 40 agencies and 
community groups have participated in the CRN process since 1994. 
• Check out the web site at www.spcno.bc.ca/nogp 
• Join the e-mail distribution list to share information across the province with other 
CRN's nosin@junction.net. 
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· SECTION THREE: INTAKE 
3.1 Receiving the Report: 
Persons making reports of abuse or neglect are not required to identify themselves. They 
may remain anonymous. CLS workers should assure callers that reports will be received 
and acted upon regardless of whether or not the callers identify 
themselves. Workers should also get as much information as possible 
about the caller's relationship to the adult, the circumstances through 
which they have become aware of the situation and a way to contact 
them if further information is needed. If callers do identify themselves, 
they should be advised that their identity will be kept confidential. 
3.2 Screening: 
s.46(2) A person must not 
disclose or be compelled to 
disclose the identity of a 
person who makes a report 
under this section. 
Reports of abuse or neglect will be screened by a CLS worker to determine: 
a) if the information provided constitutes a report of abuse or neglect and 
b) if the Ministry for Children and Families is the appropriate designated agency to look 
into the situation further. 
If the worker determines that the information provided does not constitute a report of 
abuse or neglect as defmed under the act, an explanation will be given to the referring 
caller. In these situations the worker should assess the need for supports and make the 
necessary referrals as required. Referrals may include but are not limited to the police, 
Continuing Care, Mental Health Services, local crisis agencies, local advocacy 
organizations, transition services or appropriate Community Living Services programs. 
If the worker determines that the Ministry for Children and Families is not the 
appropriate designated agency, an explanation will be given to the referring caller. The 
information should be recorded and a report immediately sent to the appropriate 
designated agency. The caller will be advised that the information is being forwarded. 
The Ministry for Children and Families will act as the designated agency where: 
• the adult is in receipt of Community Living Services or 
• clinical, assessment or other information is available which confirms that the adult 
meets the eligibility criteria for Community Living Services for Adults (see 
Appendix 1 for eligibility criteria) or 
• the individual or organization making the referral and the CLS worker, on the basis of 
the information provided, mutually agree that the individual probably has a 
developmental disability. 
See Appendix 2 for a Response and Intervention Flowchart. 
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3.3 Disagreements about Eligibility 
The criteria for proceeding with an initial inquiry is that there be a probability that the 
person has a developmental disability. This is necessary in order to facilitate a timely 
response to reports of abuse or neglect. Certainty regarding aspects of eligibility such as 
IQ, onset before age 18 and primary diagnosis is not required. Where reasonable efforts 
have been made to determine the probability that a person is eligible and it is determined 
that the person does not have a developmental disability, MCF staff will not proceed with 
an initial inquiry. If the decision is to not proceed and the caller is not satisfied with the 
reasons, the caller will be informed of the MCF complaints process. Designated agencies 
are being encouraged to develop protocols at the regional and/or local level to clarify any 
specific procedures agreed to in this area. 
3.4 Reports of Financial Abuse: 
Some reports regarding financial abuse may be resolved through an informal initial 
inquiry. The Public Guardian and Trustee should be contacted if a formal authority is 
needed or if further investigation of a representative, power of attorney, trustee or 
committee appears warranted, or if emergency assistance is needed (i.e. freezing a bank 
account temporarily). Depending on the circumstances, the Public Guardian and Trustee 
may intervene, provide support and direction to the CLS worker or consult as required. 
(See Appendix 3 for further details.) 
3.5 Registering reports on the MIS system: 
If the adult has an open file or a pending file, the report should be registered as a Critical 
Incident using codes (a) physical abuse, (b) sexual ·abuse, (c) emotional abuse, (d) neglect 
or (e) financial abuse. 
If the adult does not have an open file, the report should be registered by creating a 
pending file with the Request for Service (RFS) screen showing the codes for "Reason for 
Intake/Service Code" as (ABU) abuse, (NEG) neglect, (NOA) neglect/abuse or (SNG) 
self neglect. 
3.6 Person Outside District/Region: 
If the adult resides outside of the catchment area of the office receiving the call, the 
information will be recorded and a report immediately sent to the appropriate office. The 
referring caller will be advised that the information is being forwarded and will be 
provided with contact information. 
3. 7 Where there is a Committee or Representative: 
Reports of abuse or neglect of vulnerable adults who have a committee or representative 
will still be assigned for investigation where it is alleged that the committee or 
representative is not effectively performing their duties. The committee or representative 
will be notified prior to conducting the inquiry and before interviewiag the adult unless 
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there is reason to believe that prior notice would increase a threat of or cause harm to the 
vulnerable adult or another person. The potential for putting the adult at greater nsk 
should always be a consideration, not only with respect to notification of a committee or 
trustee but with respect to any interview activities. All cases involving concerns about 
the Committee or Representative must be reported to the Public Guardian and Trustee. 
3.8 If Unable to Locate the Adult: 
Reasonable efforts must be made to locate the adult reported to be abused or neglected. If 
the initial assessment indicates a probability that the adult is, in fact, in need of support 
and assistance to remedy serious health and safety concerns, the following steps should be 
taken: 
• contact the person who made the initial report, if possible, to obtain more information 
• contact members of the adult's personal support network or community agency staff 
who may know the person's whereabouts 
• notify the police if appropriate 
• document steps taken to locate on the file and advise the Team Leader 
3.9 Calls Outside Normal Working Hours 
MCF Community Living Services staff will respond to reports made under this legislation 
during normal working hours. After hours response will be through normal emergency 
and crisis channels i.e. police, hospital, crisis line, etc. If a call requiring immediate 
response comes in close to the end of normal working hours, the same adjustments and 
flexibility exercised now by staff is anticipated. Any overtime requirements directly 
attributable to this legislation should be brought to the attention of the Community Living 
Manager. 
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SECTION FOUR: INITIAL INQUIRY 
4.1 Does the Adult Require Support and Assistance? 
When we receive a report of abuse or neglect or a report that an adult's representative has 
been hindered from access to the adult and we determine that the Ministry for Children 
and Families is the appropriate designated agency, we will conduct an initial inquiry to 
determine whether the adult needs support and assistance according to the following 
guidelines: 
• 
• 
• 
• 
• 
• 
Find out if the adult has a representation agreement or a court-appointed committee 
by asking the adult, a friend, a family member, a health care provider or the Public 
Guardian and Trustee 
Use the principles and presumptions of the legislation to guide actions 
Intervene in a way that ensures the adult's safety 
Wherever possible, talk directly with the adult about 
their situation, preferably face-to-face, away from 
anyone suspected of abusing or neglecting the adult 
Find out from the adult what they would like to see 
happen and if there are trusted people who might help, 
including advocates and support staff 
Wherever possible get the adult's permission to take 
further action and to speak to their supporters 
s.4 7( 1) A designated agency must determine 
whether an adult needs support and assistance if 
the agency receives a report under section 46, has 
reason to believe that an adult is abused or 
neglected, or receives a report that the adult's 
representative, decision maker, guardian or 
monitor has been hindered from visiting or 
speaking with the adult. 
We will take no further action other than offering our availability in the future if the adult 
does not need support and assistance now. 
4.2 Assessing Risk of Harm 
Questions to consider in assessing danger to the adult and enhancing safety: 
Is there a pattern of abusive or controlling behaviour? 
Is there an escalation of abuse or neglect or threats? 
Is there, or has there been, substance abuse? Weapons such as guns or knives? Use 
of household items or medication to control or abuse the adult or others? 
Is there a history or a current condition of mental illness of the alleged abuser? 
Has there been any form of public violence or threat? 
Is the person who is suspected of abusing or neglecting hiding information or acting 
in a way that indicates he or she feels threatened by your interest? 
What would the adult be able to do if there is an immediate danger or crisis? Can he 
or she leave to get help? How? 
Is there someone who can check in with the adult daily and assist them to leave if 
necessary? 
Is there someone who can stay at the home to help promote safety? 
(Further information on assessing risk of harm is under development.) 
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4.3 If Denied Access: 
If anyone, including the adult, denies us entry to premises and we believe it is necessary 
to get in to interview the adult, we may apply to the court for an order to enter the 
premises. The order will enable a CLS worker to interview the adult and/or enable a 
health care provider to examine the adult to determine whether health care should be 
provided. We will give the court: 
• our grounds for believing the adult is abused or neglected and unable to obtain 
support and assistance 
• the reason it is important to interview the adult in person, and 
• details of how and why entry was denied 
When it will take too long to get a court order and we believe the adult could be harmed 
in the meantime, we may apply to the court for a warrant authorizing us to enter the 
premises to interview the adult. However, this warrant cannot enable a health care 
provider to examine the adult to determine whether health care should be provided. 
Refer to the court procedures in Appendix 6 if contemplating court action. 
4.4 Obtaining a Restraining Order 
We will consider applying for an Interim Restraining Order in situations of imminent risk 
during or after an inquiry to prohibit contact between the abused adult and the alleged 
abuser for up to 30 days. In making the application we will provide the Provincial Court-
Family Division with: 
• A copy of the report of the inquiry (or interim report) detailing the abuse and the 
adult's inability to seek support and assistance · 
• Evidence that the person to be named in the order has abused the adult 
• The reason why removing the abuser is the appropriate option in this situation 
• A statement of the adult's wishes if possible 
Applications may be made for Longer Term Restraining Orders of up to six months when 
necessary to prohibit contact between the abused adult and the alleged abuser. 
Refer to the court procedures in Appendix 6 if contemplating court action. 
4.5 Offering Support and Assistance: 
If we determine that the adult needs support and assistance, we will proceed with the 
following principles in mind: 
• Support and assistance will be offered in a manner consistent with our current 
individualized planning process. Referrals will be made to available health care, 
social, legal, residential or other services and requests for additional funding will be 
processed through usual channels. 
• We must ensure that the adult is involved as much as possible in making choices and 
decisions about their situation. The adult must be made aware of their rights. 
• Where interventions are necessary to protect the adult, the interventions must be the 
least restrictive and intrusive possible in order to provide for the· safety of the adult. 
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4.6 Documentation Requirements: 
Recording requirements associated with implementation of Part 3 of the Adult 
Guardianship Act are consistent with present good practice. The statutory and increased 
potential for Court involvement does, however, require particular attention to certain 
aspects of good recording including: 
• documentation of all steps taken in response to a report of abuse or neglect 
• details of injuries observed 
• type of abuse or neglect and the frequency, severity and consequences 
• urgency of the situation and how that assessment was made 
• clear recording of facts and findings upon which recommendations are based 
• inclusion of all information such as statements made by the client, any alleged 
perpetrators, witnesses, collaterals and others (formatted in a way which facilitates 
consistency and identifies significant discrepancies or contradictions). 
Here are some guidelines for recording information: 
Write down observations, not conclusions. Record facts, ie., What you see, hear, 
feel (touch) or smell. Do not draw conclusions about these facts or give opinions. 
Write down only what you have witnessed. All records are documents that 
belong ultimately to your employer and can be used in court proceedings if 
necessary. Record only what you observe and not your or someone else's opinion 
which may not be accurate. If you record what another person has said, put the 
comment in quotation marks and indicate who said it. 
Be concise and stay on topic. Record what you observe or what occurred in as 
few words as possible without leaving out important details. A void writing 
information that does not relate to the specific purpose for that record. 
Be specific. Avoid adjectives like "good," ''bad," ''positive" or "negative." These 
are judgements. Record what happened, not what you or others think about what 
happened. 
Make your writing legible. Remember, you are writing these comments for other 
people to read, so write legibly. If your handwriting is hard to read, get in the habit 
of printing. 
If you are recording information in a log book, draw a line to the margin and 
initial your entry. Treat the log book as the legal document it is. Be careful when 
writing and read it over for sense. Then draw a line to the right-hand margin and 
sign your initials. 
Correct errors the right way. Errors (leaving out a detail, writing something that 
could be misunderstood, spelling mistakes) are common and you are expected to 
correct them. Because this could become a legal document, do not erase the error 
or add information between the lines. Instead, put a line through the error, initial it 
and write in the change or addition. 
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SECTION FIVE: WHEN SUPPORT AND ASSISTANCE 
ARE NOT ACCEPTED 
5.1 Right to Refuse 
Adults have the right to refuse support and assistance provided that they understand the 
consequences of their refusal and are making that decision of their own free will. 
Capability is presumed under the Act and only where incapability has been demonstrated 
can support and assistance be imposed. 
Where there is an apparent lack of understanding of the consequences, all available 
resources (advocates, friends and community response network) should be provided to 
assist the adult. Only as a last resort will an application be made for an Assessment of 
Incapability through the Public Guardian and Trustee. 
5.2 Responsibility to Conduct a Further Inquiry 
Proceeding to a more intensive, investigative process is recommended if: 
• the initial inquiry supports the suspicion of abuse or neglect and 
• the adult has refused offers of support and assistance and 
• the adult's capacity to understand the services being offered is in question and 
• more information is needed. 
The investigative process may require assessment of any or all of the following: living 
arrangement, medical and dental health, mental health, medications, financial status, 
legal issues, behavioural and social functioning, education, recreation/leisure activities 
and personal .support network including service providers, family, relatives and friends. 
The investigative process may include any of the following: 
• interviewing the client at least once in private (Wh~e this is not possible, the reasons 
and circumstances must be documented.) 
• reviewing written materials such as medical information, prior assessments and 
reports and information gathered in the initial inquiry 
• assessing risk of harm 
• interviewing collaterals and witnesses (The worker may contact collaterals, 
witnesses, and any alleged perpetrators without explicit permission but efforts should 
be made to obtain the adult's permission where possible. Any person with 
information we require, must disclose that information to us per section 62 of the 
Act.) 
• co-ordinating the investigative process with law enforcement, medical professionals 
and any others involved when parallel investigations are underway. (At intake or at 
any subsequent point in the process, the police must be called if there is reason to 
believe that a criminal offence against the adult has been committed.) 
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5.3 Requesting an Assessment of Incapability: 
If the adult is abused or neglected and does not accept the support and assistance offered, 
and appears to be incapable of making that decision, we may ask the Public Guardian and 
Trustee to arrange for an assessment of whether the adult is incapable of deciding to not 
accept the support and assistance. This step is only recommended where there is reason to 
believe that a court order for the provision of services will be necessary. Appendix 4 
provides the form and guidelines needed to apply for an Assessment of Incapability. 
5.4 Completing a Support and Assistance Plan 
Appendix 5 provides the 'Support and Assistance Plan' ,..-------------
(SAP) form required for court purposes and for the 
referral for an assessment of incapability. 
If the adult decides not to accept the support and 
assistance proposed in a Support and Assistance plan, 
they must not be provided except where the court has 
been satisfied that the adult: 
(a) is abused or neglected 
A support and assistance plan is a formal 
plan specifying the type of support and 
assistance that is to be provided to the 
adult if an inquiry reveals that an adult 
has been abused, neglected or self-
neglected, and appears incapable of 
making decisions about the services 
offered. 
A Guide for Communities OPGT 
(b) is unable to stop the abuse or neglect because of an illness, disease, injury or other 
condition that affects his or her ability to make decisions about the abuse or neglect, 
and 
(c) needs and would benefit from the services proposed in the support and assistance 
plan. (s.56(1)) 
· 5.5 Applying to Court for a Six-month Support and Assistance Order 
An application to the Court is a last resort and should only be considered in those rare 
circumstances where all other alternatives and resources have been explored and applied. 
Family, friends, other personal supports and Community Response Networks should all 
be explored to identifY alternative ways of implementing the supports and assistance 
necessary to remedy the abuse, neglect or self neglect. 
Refer to the court procedures in Appendix 6 if contemplating court action. 
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SECTION SIX: EMERGENCIES 
6.1 Guiding Principles 
This section is to be interpreted to mean the 
situations where a designated agency would call 
for police, fire or ambulance support through 
911. 
• 
• 
• 
Emergency assistance is short-term and 
deals only with the emergency situation. 
The primary focus of emergency assistance 
is to ensure the immediate safety and well 
being of the adult. 
Staff are not expected to put themselves at 
personal risk when providing emergency 
assistance. 
s.59( 1) A person from a designated agency may do 
anything referred to in subsection (2) without the adult's 
agreement if 
(a) the adult is apparently abused or neglected, 
(b) it is necessary, in the opinion of the person from the 
designated agency, to act without delay in order to 
(i) preserve the adult' s life, 
(ii) prevent serious physical or mental harm to the adult, 
or 
(iii) protect the adult's assets from significant damage or 
loss, and 
(c) the adult is apparently incapable of giving or refusing 
consent. 
• Emergency assistance is provided when there is insufficient time to obtain a warrant 
or court order to gain entry. 
• Once the immediate danger is removed, the adult should be involved in determining 
any further response. 
6.2 Intent of Section 59 
The Emergency Assistance provisions of the Act enables designated agencies to act 
without delay to save the adult's life, prevent serious physical or mental harm, or protect 
the adult's assets from significant damage or loss. The key in an emergency situation is to 
act without delay. 
An emergency response will typically involve the police, fire and/or ambulance services 
through a call to 911 or a call to the Public Guardian and Trustee if the adult's assets are 
at risk. The Public Guardian and Trustee can freeze assets in an emergency. 
~----~-------------------, 
6.3 Definition of an Emergency 
The Act defines a situation as an emergency when: 
• the adult is apparently abused or neglected 
• the adult appears incapable of giving or refusing 
consent to support and assistance including any health 
care that may be needed, and 
• it is necessary in the opinion of the designated agency 
to act without delay to save the adult's life, prevent 
serious physical or mental harm, or protect the adult's 
assets from significant damage or loss. 
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s.59(2) In the circumstances described in 
subsection (I}, the designated agency may do 
one or more of the following: 
a) enter, without a court order or warrant, 
any premises where the adult may be located 
and use any reasonable force that may be 
necessary in the circumstances; 
b) remove the adult from the premises and 
convey him or her to a safe place; 
c) provide the adult with emergency health 
care; 
d) inform the Public Trustee that the adult's 
financial affairs, business or assets need 
immediate protection; 
e) take any other emergency mealjure that is 
necessary to protect the adult from harm. 
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APPENDIX 1: ELIGffiiLITY CRITERIA 
POLICY 
The eligibility criteria for Community Living Services for Adults are: 
• Onset before age 18 
• Measured significant limitations in two or more adaptive skill areas 
• Measured intellectual functioning of approximately 70 or below 
This policy reflects the internationally accepted definition of developmental disability 
including I.Q. measurement of70 (with standard error of3- 5 points) and the key role 
adaptive skills play in both the definition and determination of eligibility for services. 
Practice Guidelines: Part 3 Adult Guardianship Act 
Version 2- DRAFT April, 2001 
19 
APPENDIX 2: RESPONSE AND INTERVENTION FLOW CHART 
Intake 
(a) Is this a report of abuse or neglect? I Refer to appropriate agencies I Yes No ... and/or services + . . ? Refer to appropriate 
(b) Is MCF the appropnate designated agency . designated agency 
r Yes No .., • Initial Inquiry 
(a) Does adult require support and assistance? 
Yes No ... Offer availability in + future if needed Access to support and assistance is provided. (b) Will adult accept support and assistance? 
~ Yes No-, 
.lr 
When Support and Assistance are Refused 
IF a Further Inquiry confirms that: 
(a) the adult is apparently abused or neglected AND 
(b) the adult does not accept support and assistance AND 
(c) the adult appears to be incapable of making the decision to not accept AND 
(d) we believe a court order will be beneficial, 
THEN 
+ 
Proceed to .Court 
• develop a Support and Assistance Plan 
• request a Determination of Incapability 
• apply to court for a Support and Assistance Order 
Other Actions that can be taken at any time during a Response or Intervention 
/ ~ 
Emergency Intervention Involve the Police 
May be required at any stage • to report a possible crime 
(see guidelines on page 19) • to obtain information about potential risks 
at a residence 
• to request police presence if going into a ,, 
potentially volatile situation 
Other Court Tools • in an emergency 
• Order to enter premises (see page 14) 
• Warrant to enter premises (see page 14) 
• Restraining order (see page 14) 
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APPENDIX 3: FINANCIAL INQUIRIES 
A) Guidelines for Financial Inquiries by a Designated Agency and Investigations by 
the Public Guardian and Trustee. 
This 10 page document from the office of the Public Guardian and Trustee provides 
detailed information about the expanded authorities ofboth designated agencies and 
the Public Guardian and Trustee to look into concerns of financial abuse and neglect. 
B) Letter to Financial Institutions. 
This 3 page letter was sent by the Public Guardian and Trustee to all major financial 
institutions to explain roles and mandates and to clarify guidelines for information 
sharing. The letter may be printed and given to a local branch manager if difficulties 
are encountered in an inquiry. 
(Access to these documents will soon be available through the ministry intranet, MCF 
Connect, when these Practice Guidelines are posted on the forthcoming Community 
Living Services webpage.) 
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APPENDIX 4: INCAPABILITY ASSESSMENTS 
A) Practice Guidelines for Incapability Assessments: A Summary 
B) Template for form required providing background information for assessors of 
incapability. 
(Access to these documents will soon be available through the ministry intranet, MCF 
Connect, when these Practice Guidelines are posted on the forthcoming Community 
Living Services webpage.) 
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APPENDIX 5: SUPPORT AND ASSISTANCE PLAN TEMPLATE 
(An electronic template will be inserted here when these Practice Guidelines are posted 
on the forthcoming Community Living Services webpage.) 
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j 
. APPENDIX 6: COURT PROCEDURES 
Court procedures are still being developed by the Public Guardian and Trustee. Call 
Frank van Zandwijk at 250-953-3032 or Lynn Price at 250-953-3060 or the Public 
Guardian and Trustee at 1-800-663-7867 (or 660-4444 in Vancouver) for up-to-date 
information if you need to prepare for a court hearing. 
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